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ABSTRACT 
 
 
The concept of organisational health originates from fields as diverse as psychology, 
management, education and occupational health and stems back to the 1950s with the 
publication ‘The Organisation: What makes it healthy?’1. One definition states, 
‘organisational health  blends  the pursuit of individual wellness with organisational 
effectiveness (that can be optimised with contemporary business improvement initiatives 
such as Lean and Six Sigma) to yield a strategy for economic resilience’2.  
 
In fields outside of healthcare e.g. business and education, correlations have been shown 
between organisational health and organisational performance (outcome measures), but is the 
same true in healthcare? At a time of financial difficulty within the NHS, and also with the 
need for improving patient outcomes, in wake of The Mid Staffordshire NHS Foundation 
Trust Public Inquiry for example, organisational health could become increasingly important 
in our hospitals. 
 
The methodologies used include systematic review, qualitative interview analysis, 
questionnaire development, and exploratory and confirmatory factor analyses (EFA & CFA) 
for questionnaire validation and data collection. 
 
This thesis begins with a systematic review of the organisational health literature followed by 
a qualitative interview study to establish the elements of organisational health for acute NHS 
Trusts in England. It then describes how, from this data, a pilot questionnaire was developed 
to measure organisational health and then exploratory factor analysis followed by 
confirmatory factor analysis techniques were used to create a reliable validated organisational 
health questionnaire containing 112-items across 8 sections. The next study describes the use 
of this questionnaire by almost 10,000 NHS staff at 29 acute Trusts in England to measure 
organisational health. The final study correlates these organisational health scores with 
hospital outcome measures, revealing that the healthiest organisations have improved 
outcomes for their patients, including a significantly lower mortality rate. 
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CHAPTER 1 
THESIS INTRODUCTION  
 
 
1.1 INTRODUCTION 
Improving the quality of patient care is a priority for all healthcare systems and a 
fundamental principle of the National Health Service (NHS) in the UK3. The Institute of 
Medicine (IOM) in the USA define ‘quality of care’ as: ‘...the degree to which health services 
for individuals and populations increase the likelihood of desired health outcomes and are 
consistent with current professional knowledge’4. Donabedian originally described the 
structure-process-outcome model to evaluate the quality of healthcare. Structure (e.g. number 
of hospital beds and staffing levels) lays the foundation for process (medical and surgical 
procedures or operations) and this leads to healthcare outcomes (e.g. mortality rate, length of 
stay and readmission rates). In 1990 he went on to describe the seven pillars of quality5: 
efficacy, effectiveness, efficiency, optimality, acceptability, legitimacy and equity (Table 1.1) 
followed by the 11 buttresses of quality assurance6 (Table 1.2). In 2007, the Institute for 
Healthcare Improvement (IHI) in the USA subsequently listed specific Whole System 
Measures7 of quality linked to the Institute of Medicine’s six goals for healthcare 
improvement8 from 2001 (Table 1.3).   
 
It is clear from many sources that healthcare systems fall short of this ideal, indeed the IOM’s 
report ‘To Err Is Human: Building a safer Health System’9 in 2000 estimated that in the USA 
between 44,000 and 98,000 patients die in hospitals each year as a result of preventable 
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medical errors. A study in 2003 showed that patients in the USA received only 55% of the 
recommended care10. 
 
Table 1.1. The Seven Pillars of Quality. Donabedian, 1990 
Efficacy The ability of care, at its best, to improve health 
Effectiveness The degree to which attainable health improvements are realized 
Efficiency The ability to obtain the greatest health improvement at the lowest cost 
Optimality The most advantageous balancing of costs and benefits 
Acceptability 
Conformity to patient preferences regarding accessibility, the patient-
practitioner relation, the amenities, the effects of care, and the cost of care 
Legitimacy Conformity to social preferences concerning all of the above 
Equity Fairness in the distribution of care and its effects on health 
 
Table 1.2. The Eleven buttresses of Quality Assurance 
Interdependency Nothing should be viewed in isolation 
Organisational 
dependency 
Monitoring of care needs to be structured so that it is representative of all 
organisations throughout the healthcare system; organisations that depend on 
one another 
Consensuality 
Alignment of stakeholders (e.g., healthcare professionals and management) 
toward a common purpose 
Congruence 
Quality assurance needs to balance professional accountability with 
professional autonomy 
Credibility 
There needs to be trust in the monitoring process, e.g., completeness and 
accuracy of data being used 
Relevance Quality assurance should be ‘‘tailored’’ to individual clinicians practice 
Ownership Giving ownership of the monitoring process to those being monitored 
Mutuality of 
interests 
The self-interests of both the monitored and monitors need to be satisfied by the 
quality  assurance process 
Facilitation  Using resources or restructuring to overcome the barriers to quality assurance 
Coerciveness 
The legitimacy and necessity of coerciveness to make quality monitoring 
successful is accepted.  The degree of intrusion of the quality monitoring 
process does however need to be defined 
Personal and 
public virtue 
A commitment to the pursuit of quality as a moral dimension of professional 
life. This will facilitate any quality monitoring process 
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Table 1.3. Whole System Measures and IOM Dimension of Quality 
 IHI Whole System Measure 
IOM Dimension of 
Quality 
1 Rate of Adverse Events Safe 
2 Incidence of Nonfatal Occupational Injuries and Illnesses Safe 
3 Hospital Standardised Mortality Ratio (HSMR) Effective 
4 Unadjusted Raw Mortality Percentage Effective 
5 Functional Health Outcomes Score Effective 
6 Hospital Readmission Percentage Effective 
7 Reliability of Core Measures Effective 
8 Patient Satisfaction with Care Score Patient-Centred 
9 Patient Experience Score Patient-Centred 
10 Days to Third Next Available Appointment Timely 
11 Hospital Days per Decedent During the Last Six Months of Life Efficient 
12 Health Care Cost per Capita Efficient 
13 Equity (Stratification of Whole System Measures) Equitable 
 
The demand for high quality care and the demand on healthcare resources continues to rise, 
as does the cost of new treatments and technologies. With a struggling global economy, the 
NHS chief executive suggested in 2009 ‘we will need to release unprecedented levels of 
efficiency savings between 2011 and 2014 – between £15 billion and £20 billion across the 
service over the three years.’11  
 
1.2 ORGANISATIONAL HEALTH 
In 2009, the NHS Institute for Innovation and Improvement published ‘Organisational 
Health: a new perspective on performance improvement’12 a report that is essentially a brief 
narrative overview of the organisational health literature. Introduced by Helen Bevan, Chief 
of Service Transformation at the Institute, she suggested that recent focus in the NHS of 
performance management efforts on immediate payoffs and short-term targets may be a risky 
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long term strategy. This echoes an editorial comment from 1990 (Cox and Howarth)13, 
‘Companies which concentrate on short-term profits fail to respond to market developments 
or fail to keep key employees’. Leading edge companies are focussing on both organisational 
performance and also organisational health. Healthy organisations have a culture promoting 
trust, openness and engagement enabling continuous learning and improvement. 
A significant part of this report concentrated on work by the management consultancy firm 
McKinsey and Company and indeed a book published in 2011 ‘Beyond Performance. How 
Great Organisations Build Ultimate Competitive Advantage’14 by Scott Keller and Colin 
Price from McKinsey summarises their work further. They describe how focusing only on 
performance is not enough (defining performance as what an enterprise delivers to its 
stakeholders in financial and operational terms). In healthcare this would include quality 
outcome measures such as hospital standardised mortality ratio (HSMR) or hospital 
readmission rate for example. They define organisational health as  
‘the ability of an organisation to align, execute and renew itself faster than the competition’ 
so that it can sustain exceptional performance over time. In the months preceding the 2008 
economic crash, if concentrating on organisational performance alone, most banks were 
reporting record figures, however it is clear that this does not mean they were in the best of 
organisational health. 
McKinsey and Company identified nine elements of Organisational Health that influence 
financial performance15 (Table 1.4) and have shown ‘the healthiest companies are more than 
twice as likely to earn above their industry’s median profit margin’.  
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Table 1.4. 9 elements of Organisational Health. McKinsey and Company 
Direction where the company is heading and how to get there 
Accountability evaluate performance so people take responsibility 
Coordination measure business performance and risk and control 
External 
Orientation 
engage in two-way interactions with customers etc. to 
drive value 
Leadership inspires employees for better performance 
Innovation 
generate flow of ideas and change for sustainability 
and survival 
Capability internal skills to support the company’s strategy 
Motivation employees perform and stay with the company 
Environment culture and quality of employee interactions 
 
The concept of Organisational Health however is not new, and has been in the literature since 
as early as 1958 when Chris Argyris published ‘The Organisation: What makes it healthy?’1. 
He suggested: 
‘a healthy organisation is one that enables mature human functioning’ 
 
Bennis in 1962 discusses the limits mentioned above of traditional approaches of measuring 
output and satisfaction (performance) at a given time point16:  
‘If we view organisations as adaptive, problem-solving, organic structures, then 
inferences about effectiveness have to be made, not from static measures of output, 
though these may be helpful, but on the basis of the processes through which the 
organisation approaches problems. In other words, no single measurement of 
organisational efficiency or satisfaction – no single time-slice of organisational 
performance – can provide valid indicators of organisational health.... it can be 
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unhealthy even if its performance and efficiency figures are higher than last 
month’s. Unhealthy and healthy, that is, in relation to the ability to cope with 
change, with the future’ 
 
Miles in 1965 suggested that successful efforts at planned change in the American school 
system must make organisational health a primary target17. He described a healthy 
organisation as one that  
‘not only survives in its environment, but continues to cope adequately over the long 
haul, and continuously develops and extends its surviving and coping abilities’, 
and postulated 10 characteristics of a healthy organisation (Table 1.5). 
 
One would expect an ‘unhealthy’ organisation to have higher levels of absenteeism,  low 
levels of motivation and morale amongst staff, barriers to open communication and 
resentment by staff ‘on the shop floor’ with decision-making taking place only at the top 
managerial levels. The reputation of the organisation would be ignored by employees and 
there may be lack of development and training opportunities and a higher incidence of 
unethical behaviour or fraud. 
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Table 1.5. Characteristics of a healthy organisation. Miles, 1965 
Task-centred dimensions: 
Goal Focus Goal(s) clear to members and also acceptable, achievable and appropriate 
Communication 
adequacy 
Distortion-free communication vertically and horizontally, and also to and 
from the surrounding environment 
Optimal power 
equalization 
Relatively equitable distribution of influence where ‘subordinates’ can 
influence upward 
Maintenance needs: 
Resource 
utilization 
People are neither overloaded nor idling. People have a sense of learning, 
growing and developing 
Cohesiveness Members feel attracted to membership of the organisation 
Morale Feelings of wellbeing, satisfaction and pleasure 
Growth and changefulness: 
Innovativeness 
System grows, develops and changes rather than remaining routinized and 
standard 
Autonomy 
Independence from the environment. Does not respond passively to 
external demands 
Adaptation 
Adequate continued coping of the organisation as a result of external 
changes. Sufficient stability and stress tolerance to manage the difficulties 
during adaptation. Ability to bring about change is faster than the change 
cycle in the surrounding environment 
Problem-solving 
adequacy 
Well developed structures and procedures for detecting problems, 
inventing and deciding on solutions, implementing those solutions and 
evaluating their effectiveness 
 
 ‘Appalling standards of care’ were reported at the Mid Staffordshire NHS Foundation Trust, 
England with estimates of 400-1,200 deaths in excess of that expected from 2005 to 2008. 
The Inquiry Chairman, Robert Francis QC, concluded that patients were routinely neglected 
by a Trust that was preoccupied with cost cutting, targets and processes and which lost sight 
of its fundamental responsibility to provide safe care18. ‘It was possible to identify concerning 
features about the culture of the organisation and those within it which were both 
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symptomatic of the Trust’s systemic failings but also were in part their cause’. Findings of 
the report include: 
• ‘a culture of bullying and fear was prevalent in the Trust among staff’ 
• ‘The importance of meeting such targets was such that from top to bottom of the 
organisation there was a fear that jobs could be lost if targets were not 
achieved’ 
• ‘...this led to a lack of focus on what was right for the patient and even to 
pressure among some staff to fabricate records’ 
• ‘staff morale has been low.  But it was low before that, fostered by the constant 
pressure to reduce staff, the consequences of having to work on understaffed 
wards and confront the problems I have described’ 
•  ‘There was much evidence of a lack of openness.  This manifested itself in a 
number of ways.  For much of the time under review the board undertook much 
of its business in private, and latterly entirely so’ 
 
He concluded: ‘A culture including all these elements does not develop overnight but 
suggests a long standing lack of positive leadership at all levels.  It is vital that it is changed’. 
A validated measurement tool for organisational health would be useful to assess a hospital’s 
strengths and weaknesses and also enable a comparison to be made with other hospitals or 
organisations – benchmarking. It would allow progress to be tracked to reward successes and 
highlight potential problems early. It would provide a means of measuring ‘soft’ or nebulous 
elements that can influence organisational performance and also enable targeted interventions 
to drive sustainable long-lasting organisational change to be prioritised. 
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1.3  THESIS OUTLINE 
The first step in looking at the concept of organisational health involves a systematic 
literature review (Chapter 2) demonstrating a considerable amount of work in this field, 
especially in management and education, but little specifically in healthcare. Healthcare 
organisations tend to be large and complex; Imperial College Healthcare NHS Trust in 
London for example employed over 9,000 people with a total income of over £830 million 
between 2008 and 200919. The elements of organisational health in healthcare may be rather 
different to a FTSE 100 organisation.  
 
Chapter 3 describes a qualitative interview study based in Grounded Theory that addresses 
precisely this question: What are the elements of organisational health for acute NHS Trusts?  
 
Having established these, Chapter 4 explains the process of creating a validated and reliable 
measurement tool for organisational health, in the form of a staff questionnaire. The 
interview coding structure was used to establish items for a pilot questionnaire that was used 
in an acute NHS Trust, and then exploratory factor analysis was used to reduce the items and 
establish construct validity and reliability for a final questionnaire. Confirmatory factor 
analysis confirmed goodness of fit between the factor model proposed and the data collected 
in the same Trust using the final questionnaire. 
 
Having created a valid and reliable organisational health questionnaire for acute NHS Trusts, 
Chapter 5 describes collecting data from nearly 10,000 staff in 29 Trusts in a national study 
involving NHS London, NHS South and NHS North in England. Data analysis revealed 
considerable variability, and a significant difference in organisational health scores between 
different Trusts. 
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Leading on from this, Chapter 6 aims to answer the question, do acute Trusts that score 
highly for organisational health perform better? i.e. do they have better outcomes for patients 
or improved measures of financial stability for example?  
 
Chapter 7 is made up of a broad overall discussion of the Thesis findings and limitations with 
recommendations for future research. This is followed by further discussion in Chapter 8 
looking at organisational health as a theoretical concept, and then Chapters 9 and 10 are made 
up of the Bibliography and Appendices. 
  
1.4 RESEARCH AIMS 
The aims of this Thesis are: 
1. To examine the literature defining organisational health and its elements. 
2. To establish the themes of organisational health for acute NHS Trusts. 
3. To create a reliable validated measurement tool to measure the themes of 
organisational health in acute NHS Trusts. 
4. To examine the relationship between organisational health and organisational 
performance (hospital outcome measures) in acute NHS Trusts. 
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CHAPTER 2 
ORGANISATIONAL HEALTH: A SYSTEMATIC REVIEW 
OF THE LITERATURE 
 
 
2.1 CHAPTER OVERVIEW 
This chapter consists of a systematic review of the literature on the definitions and elements 
of organisational health. A brief introduction is followed by the methods describing eligibility 
criteria and search terms. This is followed by a results section with tabulation of results, and a 
more in depth discussion of the literature. A discussion considers the results and any 
limitations of the study, prior to the chapter conclusion. 
 
2.2 INTRODUCTION 
Reviews exist of the diverse literature that comes together to explain the concept of 
organisational health, but they are either brief narrative reviews12 or form the introduction 
section of an article or chapter of a book concerning an aspect of organisational health, of 
interest to the author20, 21. This is the first systematic review of this field. 
 
2.3 AIMS 
The aim of this systematic review was to examine the literature regarding definitions and 
elements of organisational health from all fields of research, and also to examine the effect of 
organisational health elements on organisational performance. 
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2.4 METHODS 
A systematic review was performed with reference to current best practice. This was in close 
adherence to the ‘Preferred Reporting Items for Systematic reviews and Meta-Analyses’ 
PRISMA statement22, the ‘Assessment of Multiple Systematic Reviews’ (AMSTAR) 
validated measurement tool23, 24 and also The Cochrane Handbook for Systematic Reviews of 
Interventions25. 
Eligibility Criteria: 
All articles that met the inclusion criteria from peer-reviewed journals and also from the grey 
literature in the form of books, theses, government reports, company reports and non peer-
reviewed journals were included. No year of publication restrictions were imposed. Non-
English articles were excluded. 
Information sources: 
Web of Knowledge26 was used to search the following databases: Web of Science (1970 to 
present), MEDLINE (1950 to present), BIOSIS Previews (1969-2008), Current Contents 
Connect (1998 to present), BIOSIS Citation Index (1969-2008) and CABI (Centre for 
Agricultural Bioscience International: 1973 to present). NHS Evidence Healthcare Databases 
Advanced Search27 was used to search the following databases: AMED (Allied & 
Complementary Medicine Database: 1985 to present), BNI (British Nursing Index: 1985 to 
present), CINAHL (Cumulative Index to Nursing and Allied Health Literature: 1981 to 
present), EMBASE (Excerpta Medica Database: 1980 to present), Health business elite, 
HMIC (The Health Management Information Consortium), and PsycINFO (1806 to present). 
Further articles were identified by searching the reference lists of articles discovered. The 
date last searched was December 9th 2011. 
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Search: 
Search terms applied were [("organi?ational health" OR "healthy organi?ation*").ti,ab]. This 
was to avoid the myriad of articles linked to for example, the World Health Organisation 
(WHO). 
Study Selection: 
The criteria for article inclusion were: article either described a definition or listed elements 
of organisational health; article measured elements of organisational health; article examined 
the relationship between organisational health and organisational performance. Studies were 
excluded if: the article was an editorial, opinion or review of the field without describing new 
research. 
Eligibility was decided independently in a standard manner by two reviewers (CN and AG). 
Disagreements between reviewers were resolved by consensus. If an abstract was unavailable 
from the database, the full-text reference was accessed. 
Data Collection Process: 
Raw data were collected and tabulated independently by two reviewers on to a data extraction 
sheet (Excel® 2009; Microsoft Corporation, Redmond, Washington, USA), guided by the 
Cochrane Handbook25. 
Data Items: 
Data collected included first author, year of publication, country of publication, design of 
study (theoretical or empirical), source of article (peer-reviewed journal, non peer-reviewed 
journal, book section, PhD thesis, government report or company report) and field of research 
(e.g. education, psychology, management, occupational health). A summary was tabulated 
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that was either the definition of organisational health, a list of elements of organisational 
health or the outcome of an empirical study (Table 2.1). 
Synthesis of results 
A descriptive synthesis of results was performed with consideration of the risk of bias and 
quality of the studies.  
 
 
 
2.5 RESULTS 
Study selection 
Search of the databases yielded 233 articles from Web of Knowledge; 173 were excluded as 
they did not meet the inclusion criteria, leaving 60.There were 498 articles from the NHS 
Evidence database search, of which 202 were duplicates and removed. Of the remaining 296, 
246 were excluded as they did not meet the inclusion criteria, leaving 50. 18 duplicates from 
the two database searches were removed, and 42 further articles were included from 
searching reference lists, leaving 134 full text-articles to examine in more detail. 33 met the 
inclusion criteria and were included in the review (Figure 2.1).   
 
Study characteristics 
Of the 33 studies, the earliest article was published in 19581. 23 had been published since 
1990 (Figure 2.2). 26 of the articles were published in the USA, 3 from the UK, 3 from 
Australia and 1 from Norway (Figure 2.3). 20 were theoretical articles, with 13 empirical. 18 
were published in peer-reviewed journals, and 15 in the grey literature (11 book sections, 2 
company reports, 1 non peer-reviewed journal and 1 PhD thesis) (Figure 2.4). 14 articles 
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were from the management/business literature, 8 from education, 7 from psychology/job 
stress/occupational health, 2 from healthcare and 2 from other fields (manufacturing and 
systems science) (Figure 2.5). 
 
Figure 2.1 Summary of search strategy 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Duplicates removed       
n = 202 
Abstracts after 
duplicates removed       
n = 296 
Articles excluded 
based on title / 
abstract                      
n = 246 
Full-text 
articles assessed 
for eligibility                
n = 50 
Articles excluded n = 101 
 
 Not relevant to 
Organisational 
Health  n = 10 
 Did not meet 
inclusion criteria      
n = 88 
 Non-English 
language n = 2 
 Not available in UK  
n = 1 
 
 Full-text articles assessed for eligibility                                                                       
n = 134 
 
 
 
 
 
 
Articles from NHS 
Evidence database 
search                                                  
n = 498 
Articles from Web of 
Knowledge database 
search                               
n = 233 
Full-text articles 
assessed for 
eligibility                     
n = 60 
 
Full-text articles 
from reference 
lists                     
n = 42 
Studies included in qualitative analysis 
n = 33 
 Peer-reviewed journal n = 18  
 Non peer-reviewed journal n = 1 
 Book n = 11 
 Company Report n = 2 
 PhD Thesis n = 1 
 Duplicates removed                
n = 18 
Articles excluded 
based on title / 
abstract                     
n = 173 
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Figure 2.2. Year of publication of articles included in the review 
 
 
 
 
 
 
 
 
Figure 2.3. Country of origin of articles included in the review  
 
 
 
 
 
 
 
 
Figure 2.4. Source of articles included in the review 
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Figure 2.5. Research field of articles included in the review 
 
*manufacturing and systems science literature; ‡includes occupational health literature 
 
Table 2.1 Study Characteristics 
Author, 
Year, 
Country 
Design, 
Source, 
Field 
Summary:  Conclusion, Definition or Elements of              
Organisational Health 
Argyris1 
1958 
USA 
Empirical 
Journal 
Business / 
Management 
...organisational health turns out to be a very complex idea. The traditional indexes of 
low absenteeism, low turnover, low grievance occurrences and high productivity are 
questioned... ...a healthy organisation is one that enables mature human functioning... 
Bennis16 
1962 
USA 
Theoretical 
Journal 
Systems 
Science 
 Adaptability 
 Identity 
 Reality Testing 
Clark28 
1962 
USA 
Theoretical 
Journal 
Business / 
Management 
...an organisation is a healthy one if its members observe certain unstated but uniform 
codes of behaviour which they accept as normal provided these codes produce behaviour 
which allows all levels of the organisation to meet two requirements: maintenance of the 
status quo, and growth. 
Miles17 
1965 
USA 
Theoretical 
Book 
Education 
A healthy organisation... not only survives in its environment, but continues to cope 
adequately over the long haul, and continuously develops and extends its surviving and 
coping abilities. Miles’ criteria: 
   Goal Focus                                       
 Communication adequacy              
 Optimal power equalization 
 Resource utilization 
 Cohesiveness 
 Morale 
 Innovativeness 
 Autonomy 
 Adaptation 
 Problem-solving adequacy 
Schein29 
1965 
USA 
Theoretical 
Book 
Psychology 
• How does an organisation cope with its environment? 
• How does it obtain information and process it validly? 
• What mechanisms exist for translating information, particularly about alterations in 
the environment, into changed operations? 
• Are the internal operations flexible enough to cope with changes? 
0 2 4 6 8 10 12 14
Management / Business
Education
Psychology / Job stress‡
Healthcare
Other*
No. of studies
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Kimpston30 
1973 
USA 
Empirical 
Journal 
Education 
Organisational Health Description Questionnaire (OHDQ) developed to test  8 of the 
Miles criteria against the most and least innovative schools 
 
 Decision Making (Optimal power equalisation & Problem-solving ability) 
 Interpersonal Relationships (Cohesiveness & Morale) 
 Innovativeness 
 Autonomy 
 School–Community relations (Communication  & Resource utilization) 
Albrecht31 
1987 
USA 
Theoretical 
Book 
Business / 
Management 
2 factors go together to make a healthy organisation: 
1. How appropriate is the current culture to the success of the organisation in its 
operating environment? 
2. How appropriate is the culture to the well-being of the people of the organisation? 
   Authority 
 Values 
 Norms 
 Rewards 
 Sanctions 
Hoy32 
1987 
Empirical 
Journal  
44-item Organisational Health Inventory (OHI) questionnaire measuring 7 dimensions 
of organisational health of secondary schools 
USA Education  Institutional Integrity 
 Principle Influence 
 Consideration 
 Initiating Structure 
 Resource Support 
 Morale 
 Academic Emphasis 
 
Pfeiffer33 
1987 
USA 
Theoretical 
Journal 
Healthcare 
 Individual health e.g. smoking cessation, 
cancer screening 
 Work-Team health e.g. communication 
skills, conflict resolution 
 Organisational health e.g. job security, 
compensation, training 
Abbey-
Livingston34  
Theoretical 
Journal 
Questionnaire with 8 elements of a healthy organisation for volunteer leaders, from the 
Ontario Ministry of Citizenship and Culture 
1988 
USA 
Management / 
Healthcare  
 Assessing needs 
 Planning 
 Implementing 
 Evaluating 
 Managing Relationships 
 Motivation 
 Providing Resources 
 Developing Competency 
Scofield35 
1990 
USA 
Empirical 
Journal 
Occupational 
health 
 
Development of the American Telephone & Telegraph Company Health Audit for 
measuring organisational health 
 Your health and lifestyle 
 Where you work 
 Your social support system 
Your interests 
Lyth36 
1991 
UK 
Theoretical 
Book 
Psychology / 
Management  
• Avoiding dealing with anxiety by the use of regressed defences 
• More use of adaptations and sublimation 
• Ability to confront and work through problems 
• Opportunities for people to deploy their capacities to the fullest (no more and no less) 
• Opportunity to operate realistic control over their life in the organisation 
• Independence without undue supervision 
• Visible relation between effort and rewards (not only financial) 
Rosen37 
1991 
Theoretical 
Book 
A healthy organisation or company is the combination and coordination of people and 
practices that produce exceptional performance with a core set of humanistic values 
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USA Management • Commitment to self-knowledge and 
development 
• Firm belief in decency 
• Respect for individual differences 
 Spirit of partnership 
•   High priority for health and well-being 
• Appreciation for flexibility  & 
resilience 
• Passion for products and process 
Bruhn38  
1994 
USA 
Theoretical 
Journal 
Healthcare / 
Management 
Culture: 
 Clear mission and constant principles 
 Organisational democracy 
 Autonomy and entrepreneurship 
 Empowerment 
 Open communication, shared information 
 Freedom to establish and negotiate 
boundaries 
 Plan for, initiate and manage renewal and 
change 
 
Employees: 
 Rewards explicit and clear 
 Maximise individual creativity and growth 
 Employee buy-in to mission 
 Feedback on performance 
 Employees valued, effective and in control 
 Free to take risks, to suggest 
Leadership: 
 Values and expectations explicit 
 Collaborative decision making 
 Participative management 
 Delegation with trust 
 Encourage creativity and 
innovation 
 Encourage feedback 
 Deal with conflict without 
procrastination 
 Manage paradoxes well 
 Plan and set priorities and share 
progress 
 Shared vision or mindset 
 Tolerance for failure 
Williams39 
1994 
UK 
Theoretical 
Book 
Occupational 
Health /      
Job Stress 
Organisational Health Grid made up of 4 factors: 
 Environmental e.g. noise, hazardous substances, temperature 
 Physical e.g. fitness, injury, diet 
 Mental e.g. depression, stress, self esteem 
 Social e.g. social support, outside interests 
Jaffe21 
1995 
USA 
Theoretical  
Book 
Psychology / 
Job Stress 
 
If effectiveness is defined as meeting goals (profit, production, service and continuity) 
then Organisational Health adds a further dimension, asking questions such as  
 ‘how well does the organisation treat its people?’  
 ‘What are the connections between traditional measures of effectiveness and the 
health and wellbeing of people within the organisation?’  
 ‘Do effective organisations also support employee growth and development needs? 
 ‘What is the morale and level of satisfaction of employees and communities touched 
by the organisation? 
Beckhard40 
1997 
USA 
Theoretical 
Book 
Business / 
Management 
 
 A strong sense of purpose 
 A strong sensing system for receiving 
current information 
 Respects customer service 
 Management is information-driven –  
receive and process information rapidly 
 Communication is kept open. 
 Operates in a ‘form follows function’ 
mode  
 Uses team management 
 Operates in  a learning mode 
 
 Explicit recognition for innovation and 
creativity 
 Decision made at level closest to the 
customer 
 Reward systems congruent with the 
work and to support development 
 Policies respect the tensions between 
work and family demands 
 Explicit social agenda 
 Efficient work and quality & safety 
awareness and identifying change for a 
better future 
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Leggette41 
1997 
USA 
Empirical 
Thesis 
Healthcare 
 
 Mission 
 Relationship to work 
 Obligation to care 
 Feel Health 
 Communication 
 Leadership 
 Risk Taking 
 Decision Making 
 Financial 
 Continuous Quality Improvement 
 Team Building 
 Strategic thinking / Strategic Planning 
 Structure 
 Environment 
 Living Entities 
 Organisational Openness 
 Change 
 Culture 
Hoy42 
1997 
USA 
Empirical 
Journal 
Education 
Uses the Organisational Health Inventory for middle schools (OHI-RM), a 45 item 
questionnaire measuring 6 elements. All elements apart from ‘principle influence’ 
significantly related to student achievement scores in mathematics, reading and writing. 
   Institutional Integrity 
 Principle Influence 
 Resource Support 
 Academic Emphasis 
 Teacher Affiliation 
 Collegial Leadership 
Kriger43 
1999 
Norway  
Theoretical 
Journal 
Business / 
Management 
 Honesty and truthfulness 
 Trust 
 Humility 
 Forgiveness 
 Compassion 
 Thankfulness 
 Being of Service 
 Stillness and peace 
Miller44 
1999 
Australia 
Empirical 
Journal 
Job stress 
 
Organisational health provides an integrating framework for investigating individual and 
organisational influences on outcomes necessary for effective organisational functioning. 
Conscientiousness may enhance organisational health by increasing behaviours that 
support the organisation and by moderating the impact of role clarity and ambiguity on 
individual wellbeing. 
Hart45 Empirical Development of a 54-item School Organisational Health questionnaire 
2000 
Australia 
Journal 
Education /  
Psychology 
 
 Teacher morale 
 Appraisal and recognition 
 Curriculum coordination 
 Effective discipline policy 
 Excessive work demands 
 Goal congruence 
 Participative decision-making 
 Professional growth 
 Professional interaction 
 Role clarity 
 Student orientation 
 Supportive leadership 
Lyden46  
2000 
USA 
Theoretical 
Journal* 
Management 
Organisational health includes a company’s ability to function effectively but also its 
ability to grow and develop. It encompasses corporate culture, organisational stress, 
organisational commitment, ethics and employee morale to allow a better look at the 
‘big picture’ 
   Communication 
 Participation and Involvement 
 Loyalty and Commitment 
 Morale 
 Institutional Reputation 
 Ethics 
 Performance Recognition 
 Goal Alignment 
 Leadership 
 Development 
 Resource Utilization 
Bruhn20 
2001 
USA 
Theoretical 
Book 
Sociology / 
Management 
The health of an organisation is its ‘body, mind and spirit’ 
 Body: how work is distributed, carried out and rewarded 
 Mind: How beliefs, goals, policies and procedures are implemented 
 Spirit: The core, heart or soul, what makes it vibrant 
Hart47 
2001 
Australia 
Theoretical 
Book 
Psychology 
Organisational Health Framework including individual characteristics, organisational 
characteristics and employee wellbeing influencing organisational performance  
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Thaw48 Theoretical The healthier the organisation, the more change it can handle 
2002 
UK 
Book 
Management 
 
 Clarity of purpose 
 Shared values  
 Deal constructively with conflict 
 Open and honest communication and 
feedback 
 Technical capability where it is needed  
 Institutionalized leadership 
 All people have an understanding of 
the whole organisation and its work 
 Open channels of communication to 
get feedback from each other, 
stakeholders & client or target groups 
Shoaf2  
2004 
USA 
Theoretical 
Journal 
Manufacturing 
Organisational health blends the pursuit of individual wellness with organisational 
effectiveness (that can be optimised with contemporary business improvement initiatives 
such as Lean and six sigma) to yield a strategy for economic resilience 
   Organisational resource allocation  
 Process goals aligned with 
organisational goals 
 Job design attributes support process 
goals and individual wellness 
 Individual wellness promoting 
strategies 
De Smet49 
2006 
USA 
Empirical‡ 
Company 
Report 
Management 
Consultancy 
 
‘The prevalent qualities and practices of an organisation today that help sustain 
performance tomorrow’ 
 Complementarity 
 Renewal 
 Alignment 
 Execution 
 Resilience 
De Smet15 Empirical‡ 9 elements of organisational health grouped into 3 clusters 
2007 
USA 
Company 
Report 
Management 
Consultancy 
 Direction 
 Accountability 
 Coordination & Control 
 External Orientation 
 Leadership 
 Innovation 
 Capability 
 Motivation 
 Environment & Values 
Bevans50 
2007 
USA 
Empirical 
Journal 
Education 
Used the Organisational Health Inventory (OHI) questionnaire across 37 elementary 
schools. Academic emphasis, staff affiliation, collegial leadership and overall 
organisational health score significantly correlated with student performance variables 
Quick51 
2007 
USA 
Theoretical 
Journal 
Management 
 
Attributes of organisational health according to a modern definition of health 
 Leading a life of purpose 
 Quality connection to others 
 Positive self-regard & mastery 
Roney52 
2007 
USA 
Empirical 
Journal 
Education 
Assessed middle grade schools in 2005 & 2006 using the Organisational Health for 
Middle School inventory and correlated scores with pupil reading scores. Focussed on 3 
dimensions, Teacher Affiliation, Academic Emphasis and Collegial Leadership. 
Moderately positive relationship between the overall OHI-M indicators and reading 
scores (not significant for 2005). There was no correlation for 2006. Concluded this is 
not unusual when comparing 2 years of data. 
Coleman53 
2009 
USA 
Empirical 
Journal 
Education 
Assessed middle grade schools in 2005 & 2006 using the Organisational Health for 
Middle School inventory and correlated Collegial Leadership, Principal Influence, 
Resource Support and Institutional Integrity with math scores. Weak positive 
relationship for Principal Influence for both years and a strong positive correlation for 
Resource Support for the 2006 math scores. 
*Non peer-reviewed journal; ‡Empirical but raw data unpublished  
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Descriptive synthesis of results 
There was great variation in the design of articles, sources and fields of research linked to 
organisational health. The majority of studies were theoretical (20) and nearly half were from 
the grey literature (15). Most empirical studies were based in American schools from the 
education literature and involved questionnaire development measuring theoretical elements 
of organisational health and correlating them with school outcome measures such as 
examination results or absenteeism. This synthesis of results is presented in a chronological 
manner as it would be difficult to subclassify the results in a meaningful way.  
 
‘The Organisation: What Makes it Healthy?’ was published in The Harvard Business Review 
(Argyris, 1958)1 and was the earliest reference found on organisational health. He studied 
‘Plant 5’, a manufacturing organisation employing nearly 500 people, from unskilled to very 
highly skilled craftsmen. 92% of employees polled stated that the company was a good place 
to work and when asked to mention something they liked least about the company, 43% 
replied ‘nothing’. Management spoke highly of the employees and vice versa. If a healthy 
organisation is characterised by low turnover, low absenteeism, adequate production, high 
loyalty and positive feelings between employees and management and vice versa, then this 
was a healthy organisation. However, on closer inspection he found that the reason why 
employees liked the management was because ‘we hardly ever see them and they hardly ever 
bother us’, a further 20% because ‘it makes certain the employees have steady work and 
receive good wages’. 65% reported no personal satisfaction from their job at all other than 
wages and job security, and 96% had no suggestions on improving their jobs. He concluded 
that organisational health is more complex, traditional indices should be questioned, and that  
‘a healthy organisation is one that enables mature human functioning’ 
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He continued, traditional hierarchical organisational design enforces behaviour through 
management control that leads employees to become uninvolved and submissive, ‘as if the 
employee says to himself: ‘I want to be a healthy, creative human being; I cannot be and still 
produce what I am required to produce. Therefore, I will say to hell with my total personality 
and place the major emphasis on money.” If job security and money are the most important 
employee considerations, management will suffer as such a climate will develop few 
employees who want to take on more responsibility, employees will suffer as they will slowly 
become ‘simplified’ with little personal growth and the organisation will suffer as apathetic 
alienated individuals will make it rigid, defensive and highly resistant to change.  
 
Bennis (1962)16, discusses the limits of traditional approaches of measuring output and 
satisfaction at a given time point: 
‘If we view organisations as adaptive, problem-solving, organic structures, then 
inferences about effectiveness have to be made, not from static measures of 
output, though these may be helpful, but on the basis of the processes through 
which the organisation approaches problems. In other words, no single 
measurement of organisational efficiency or satisfaction – no single time-slice of 
organisational performance – can provide valid indicators of organisational 
health.... it can be unhealthy even if its performance and efficiency figures are 
higher than last month’s. Unhealthy and healthy, that is, in relation to the ability 
to cope with change, with the future’ 
He discusses the confluence of organisational behaviour and mental health and postulates the 
criteria for organisational health based on a definition for a healthy personality by Marie 
Jahoda54 (Table 2.2).  
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Table 2.2. Criteria for Organisational Health. Bennis, 1962 
Adaptability 
‘actively masters his environment’ 
Problem-solving ability and flexibility (the freedom to learn 
through experience, to change with changing internal and 
external circumstances) 
Identity 
‘certain unit of personality’ 
Determining the extent to which goals are understood and 
accepted by personnel, and how it is perceived by personnel 
Reality testing 
‘is able to perceive the world and 
himself correctly’ 
Adequate techniques for determining the real properties of 
the organisation and its boundaries 
 
 ‘A Healthy Organisation’ was published in the California Management Review (Clark, 
1962)28. He suggested an organisation is a healthy one if its members observe certain 
unstated but uniform codes of behaviour which they accept as normal provided these codes 
produce behaviour which allows all levels of the organisation to meet two requirements:  
maintenance of the status quo, and growth 
This applies to the individual, small groups, inter-group relationships and for the total 
organisation. 
 
Matthew Miles (1965)17 proposed a ‘plausible’ list of 10 dimensions of organisational health 
(system properties) concerned with task, maintenance and growth needs in a chapter entitled 
‘Planned Change and Organisational Health: Figure and Ground’ (Table 2.3). He suggested 
that successful efforts at planned change in schools must make organisational health a 
primary target for improvement, defined as ‘the school’s ability to not only function 
effectively, but to grow into a more fully-functioning system’. He suggested a healthy 
organisation  
‘not only survives in its environment  but continues to cope adequately over the long haul, 
and continuously develops and extends its surviving and coping abilities’ 
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Table 2.3. 10 dimensions of Organisational Health. Miles, 1965 
Task-centred dimensions: 
Goal Focus Goal(s) clear to members and also acceptable, achievable and appropriate. 
Communication 
adequacy 
Distortion-free communication vertically and horizontally, and also to and 
from the surrounding environment. 
Optimal power 
equalization 
Relatively equitable distribution of influence where ‘subordinates’ can 
influence upward. 
Maintenance needs: 
Resource 
utilization 
People are neither overloaded nor idling. People have a sense of learning, 
growing and developing. 
Cohesiveness Members feel attracted to membership of the organisation.  
Morale Feelings of wellbeing, satisfaction and pleasure. 
Growth and changefulness: 
Innovativeness 
System grows, develops and changes rather than remaining routinized and 
standard. 
Autonomy 
Independence from the environment. Does not respond passively to 
external demands. 
Adaptation 
Adequate continued coping of the organisation as a result of external 
changes. Sufficient stability and stress tolerance to manage the difficulties 
during adaptation. Ability to bring about change is faster than the change 
cycle in the surrounding environment. 
Problem-solving 
adequacy 
Well-developed structures and procedures for detecting problems, 
inventing and deciding on solutions, implementing those solutions and 
evaluating their effectiveness. 
 
Although much of the theory on which these are based was from industrial organisations, 
Miles suggests that these can presumably be applied to any type of organisation. 
Edgar Schein (1965)29 discusses the work of Bennis and Argyris and concludes that the 
effectiveness or health of organisations depends on multiple criteria and asks the following 
questions: 
 How does an organisation cope with its environment? 
 How does it obtain information and process it validly? 
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 What mechanisms exist for translating information, particularly about alterations in 
the environment, into changed operations? 
 Are the internal operations flexible enough to cope with changes? 
 
Kimpston (1973)30 attempted to create an organisational health measurement tool based on 
the Miles dimensions to determine whether there was a relationship between organisational 
health and innovation in secondary schools. The Organisational Health Description 
Questionnaire (OHDQ) was developed that looked at 5 factors (Table 2.4). They did not 
delineate specific measures for the Miles dimensions adaptation and goal focus. 
 
Table 2.4. Organisational Health Factors. Kimpston, 1973 
Factor Miles dimensions Description 
Decision Making 
Optimal power equalisation  
Problem-solving ability 
Extent to which building administration 
involves staff in the decision-making process 
for solving problems 
Interpersonal 
Relationships 
Cohesiveness 
Morale 
How the staff members feel about each other 
and their work 
Innovativeness Innovativeness 
How the staff members feel about trying new 
methods, new designs and new programmes 
Autonomy Autonomy 
How individual staff members perceive their 
ability to function in their various roles of 
teacher, leader, organiser etc. 
School-Community 
Relations 
Communication adequacy 
Resource Utilisation 
How well the school staff members act and 
react with their surrounding environment 
 
They showed a significant difference for each of the 5 organisational health factors (not just 
innovativeness) between the most and the least innovative schools, with the most innovative 
scoring most highly, presenting the question, is organisational health a requisite for 
innovation? 
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Albrecht and Albrecht (1987)31 suggest there are only 2 factors that go together to make a 
healthy organisation: 
1. How appropriate is the current culture to the success of the organisation in its 
operating environment? 
2. How appropriate is the culture to the well-being of the people of the organisation? 
They list 5 determinants of culture (Table 2.5), and according to the above questions, a 
healthy culture is one in which these authority structures, value systems, norms, rewards and 
sanctions operate to support the success of the organisation in its environment and to support 
the personal well-being of the people in it. 
 
Table 2.5. Determinants of culture for Organisational Health. Albrecht, 1987 
Authority 
 Centralization of control 
 Social distance (leaders vs. rank & file) 
 Obedience expectations 
Values 
 Tradition 
 Morality 
 Business ethics 
 Employee welfare 
 Structure & procedure 
 Collaboration / competition 
 Turf (roles & rights) 
 Openness / secrecy 
 Risk-taking 
 Creativity & innovation 
Norms 
 Personal deportment 
 Work patterns 
 Group behaviour 
Rewards 
 Material compensation 
 Recognition 
 Advancement 
 Perks & privileges 
Sanctions  Formal punishments 
 Informal punishments 
 
Hoy (1987)32 developed an Organisational Health Inventory (OHI) that measured 7 
dimensions of the organisational health of secondary schools using a 44-item questionnaire 
(Table 3.6). This was partly based on theoretical analyses of Parsons’ work from 195355 
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stating that all social systems must solve four basic problems if they are to survive, grow and 
develop. They must solve: 
1. The problem of acquiring sufficient resources and accommodating to their 
environments. 
2. The problem of setting and implementing goals. 
3. The problem of maintaining solidarity within the school. 
4. The problem of creating and preserving a unique value system. 
They conclude ‘much remains to be demonstrated by subsequent study but we suspect that a 
school’s health is likely to be related to less student alienation, lower dropout rates, greater 
student and faculty motivation and higher student achievement’. 
 
Pfeiffer (1987) 33 published the first paper discussing healthy organisations in the field of 
healthcare, entitled ‘Healthy individuals, healthy organisations’. The emphasis was on health 
promotion strategies for employees, divided up into 3 health factors within the organisational 
hierarchy:   
 Individual health e.g. stress management, smoking cessation, cancer screening, 
weight management, exercise, hypertension screening. 
  Work-team health e.g. communication skills, occupational health, conflict resolution, 
problem solving, job training. 
 Organisational health e.g. job security, compensation, training and development, 
smoking policies, employee benefits.  
They conclude that through health promotion at different levels, a work environment is 
created that is conducive to personal and organisational productivity and growth. 
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Table 2.6.  Organisational Health Inventory. Hoy, 1987 
Dimension Description Sample questionnaire items 
Institutional 
Integrity 
The school’s ability to cope with its 
environment in a way that 
maintains the educational integrity 
of its programmes 
 Teachers are protected from 
unreasonable community and parental 
demands 
 A few vocal parents can change school 
policy 
Principle 
Influence 
The principle’s ability to influence 
the actions of superiors and not to 
be impeded by hierarchy 
 The principal gets what he or she wants 
from superiors 
 The principal is impeded by superiors 
Consideration 
Principal behaviour that is friendly, 
supportive, open and collegial 
 The principle is friendly and 
approachable 
 The principle puts suggestions made by 
the faculty into operation 
Initiating 
Structure 
Work expectations, performance 
standards and procedures are 
clearly articulated 
 The principle makes his or her attitudes 
clear to the school 
 The principal maintains definite 
standards of performance 
Resource 
Support 
Adequate classroom supplies and 
instructional materials are available 
 Extra materials are available if 
requested 
 Teachers have access to needed 
instructional materials 
Morale 
Friendliness, openness, enthusiasm 
and trust among faculty members 
 Teachers in this school like each other 
 Teachers accomplish their jobs with 
enthusiasm 
Academic 
Emphasis 
Extent to which the school is driven 
by a quest for academic excellence. 
Students work hard and respect 
those who do well academically 
 The school sets high standards for 
academic performance 
 Students respect others who get good 
grades 
 
Abbey-Livingston (1988)34 proposed 8 basic processes or elements of a healthy organisation 
for volunteer leaders (Table 2.7), based on a publication from the Ontario Ministry of 
Citizenship and Culture56. They developed a questionnaire with 5 questions for each element 
that can still be accessed online57. With a score of 140-200 ‘your organisation is doing well’, 
100-139 is a medium score ‘with room for improvement’ and 0-99 is a low score that 
‘strongly suggests the need for improvement within your organisation’. 
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Table 2.7. Organisational Health process. Abbey-Livingston, 1988 
Organisational 
Health element 
Description Sample questionnaire items 
Assessing needs 
(later: 
‘Organisational 
purpose’) 
Clear mission, meets the needs of 
the members and the community, 
internal communication flow, 
information gathering. 
 Are we still relevant? 
 Are we gathering information from 
members, clients and the community 
about their needs, wants and preferences? 
Planning 
 
A plan states specifically what 
outcomes are to be achieved, the 
means by which they will be 
reached, tasks to be done, who 
will do them and when they will 
be done. 
 Are our purposes and priorities clear? 
 Do we plan how we will conduct our 
meetings? 
Implementing 
Committees, departments and 
individuals  carry out the tasks 
identified in the plan. Effective 
coordination and sharing of 
information. 
 Do people follow through on their 
commitments and tasks? 
 Does each person know what the other is 
doing? 
Evaluating 
Periodic reviews of the 
organisation, analysis of plans, 
work, achievements and failures. 
 Once a year, does each committee review 
and analyse what it did over the past 12 
months? 
 Do members take adequate time to 
evaluate what they are doing and how? 
Managing 
relationships 
Conflict dealt with in respectful 
and productive way. 
 Are people accessible to each other? 
 Are members willing to voice 
differences? 
Motivation 
People feel that they belong and 
are accepted by others. Efforts 
and skills recognized and tasks 
performed are important and 
satisfying. 
 Do we try to accommodate members' 
preferences for different types of work?  
 Do we involve members in decisions that 
will affect them?  
 
Providing 
Resources 
Resources are available that help 
members accomplish their goals, 
from orientation material, job 
descriptions, records and minutes 
of meetings. 
 Is a new member adequately oriented to 
the organisation? 
 Does the organisation have up-to-date 
volunteer job descriptions for all 
positions? 
Developing 
Competency 
Ongoing learning process with 
time spent preparing members to 
accomplish their goals and 
objectives. 
 Do new members receive special 
training? 
 Does the organisation encourage all 
members to develop their skills? 
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This idea from the occupational health literature that organisational health corresponds only 
to the health needs of the employees within the organisation is mirrored in a paper by 
Scofield (1990)35, reporting on the development and testing of the AT&T (American 
Telephone and Telegraph Company) Health Audit for measuring organisational health. The 
audit contained 4 parts: ‘Your health and lifestyle’, ‘where you work’, ‘your social support 
system’ and ‘your interests’ allowing a scoring system to influence personnel policies, benefit 
plan design and development of employee communications. 
 
Lyth (1991)36 discussed ‘Measuring the Health of Institutions’ and mentions productivity, 
morale indicators (turnover, absenteeism, sickness rates) and loyalty toward the institution as 
measures of institutional health in the context of ‘humane institutions’ such as hospitals, 
schools or children’s homes. She also describes task-effective institutions as healthy for their 
members and vice versa. ‘Efficient task performance is rewarding, reduces anxiety and guilt 
and increases confidence and self-esteem’. She goes on to establish principles about what 
constitutes a healthy institution that match closely the psychoanalysis-derived criteria for a 
healthy personality (Table 2.8). 
 
Table 2.8. Principles constituting a healthy institution. Lyth, 1991 
 Avoiding dealing with anxiety by the use of regressed defences 
 More use of adaptations and sublimation 
 Ability to confront and work through problems 
 Opportunities for people to deploy their capacities to the fullest (no more and no less) 
 Opportunity to operate realistic control over their life in the organisation 
 Independence without undue supervision 
 Visible relation between effort and rewards (not only financial) 
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Rosen (1991)37 defined a healthy organisation or company as  
the combination and coordination of people and practices that produce exceptional 
performance 
holding a core set of humanistic values. He also listed the common features found in a 
healthy company (Table 2.9) 
 
Table 2.9. Humanistic values and Features of a Healthy Company. Rosen, 1991 
Humanistic Values Features of a Healthy Company 
 Commitment to self-knowledge and 
development 
 Employees have a voice in decisions  
 People enjoy coming to work 
 Firm belief in decency  Company communications are clear and timely 
 Respect for individual differences  Employees are treated fairly 
 Spirit of partnership  Workers get the resources they need 
 High priority for health and well-being  Employees are noticed and appreciated 
 Appreciation for flexibility and 
resilience 
 Passion for products and process 
 People are kept informed about what is going on in 
the company 
  Employees manage the pressures of their work 
  The company cares about quality and service 
  Employees are satisfied with company benefits 
  Policies are flexible enough to take into account 
personal and family needs 
  Individual and team efforts are rewarded 
  Employees spend more time producing than 
complaining 
  The company manages change and crises well 
  Individual differences in lifestyle and culture are 
appreciated 
  There are opportunities for learning and career 
advancement 
  There is spirit of vitality and camaraderie at work 
  Problems are shared openly and solved in teams 
  Health and safety is a top priority 
  The company considers human resources an 
investment not a cost 
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Bruhn (1994)38 introduces ‘Diagnosing the health of organisations’ with the popular analogy 
between organisations and organisms, ‘organisations are living systems with their own needs 
and life cycles. Like other living things they experience change and conflict as they grow and 
develop. Sometime during their life cycles, most organisations become ill and need treatment 
and rehabilitation’58. He states three advantages for using health or sickness metaphors to 
describe organisations. Firstly, from the 1946 definition of health from the World Health 
Organisation, health is not merely the absence of disease, it is ‘a state of complete physical, 
mental, and social well-being and not merely the absence of disease or infirmity’. Secondly it 
focuses on processes not products and thirdly there is a strong behavioural component to 
remaining healthy e.g. exercise, smoking cessation etc.  They comment on how an 
organisation may be unhealthy and yet productive and that there is a time lag that allows 
organisations to be productive whilst in declining health, but eventually they will become 
unproductive. The advantage of examining organisational health is that eventually health will 
predict productivity. He also states that it usually takes an outsider’s inquiries to stimulate 
insiders’ awareness of their organisation’s behaviour.  
He lists 24 components of healthy organisations, divided into ‘culture’, ‘leadership’ and 
‘employees’ (Table 2.10), and goes on to list symptoms of unhealthiness in organisations 
(Table 2.11). 
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Table 2.10. Characteristics of Healthy Organisations. Bruhn, 1994 
Culture Leadership Employees 
 Clear mission and set of 
principles remaining constant 
 Values and expectations 
explicit 
 Rewards explicit and clear 
 Organisational democracy  Collaborative decision 
making 
 Maximise individual 
creativity and growth 
 Autonomy and 
entrepreneurship 
 Participative management  Employee buy-in to 
mission 
 Empowerment  Delegation with trust  Feedback on performance 
 Open communication, shared 
information 
 Encourage creativity and 
innovation 
 Employees feel valued, 
effective and in control 
 Freedom to establish and 
negotiate boundaries 
 Encourage feedback  Free to take risks, to 
suggest 
 Plan for change, initiate and 
manage renewal and change 
 Deal with conflict without 
procrastination 
 
  Manage paradoxes well 
 
 
 Plan and set priorities and 
share progress 
 
  Shared vision or mindset 
 
  Tolerance for failure 
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Table 2.11. Symptoms of unhealthiness in organisations. Bruhn, 1994 
Culture Leadership Employees 
 Mistrust; ‘spies’ report to CEO  Control and power centred 
in CEO 
 High employee turnover 
 Lack of innovation and 
creativity 
 Vindictiveness  Frequent illness 
 Employees overtly concerned 
with details and covering 
themselves 
 Personality-driven 
organisation, favouritism 
 Minimal initiative 
 Criticism prevalent; readiness 
to file grievances 
 Reward good work with 
more jobs 
 Angry outbursts 
 Risk-taking minimal; little 
initiative for new ideas 
 Change initiated by leader  Pessimism and resignation 
 Frequent turnover of 
administrators 
 CEOs actions justified as 
good for the organisation 
 Reluctance to change 
 Excessive micromanagement 
of total organisation 
 Openly critical of 
employees 
 Passive-aggressiveness 
 Communication ignores lines 
of authority and delegation 
 Micromanagement of line 
officers 
 Burn-out, apathy 
 Managers learn of actions from 
subordinates 
  Low morale 
 
Williams (1994)39 discusses organisational health and the creation of healthy organisations 
exclusively in terms of the health of employees and categorises a 4-level structure ‘the 
organisational health grid’ (Figure 2.6). This is based on the World Health Organisation and 
International Labour Organisation (ILO) definition of the aims of occupational health: ‘the 
promotion and maintenance of the highest degree of physical, mental and social well-being of 
workers in all occupations by prevention of departures from health, and controlling risks’.  
The grid represents a series of steps from environmental factors (noise, hazardous substance, 
temperature), to physical factors (fitness, diet, injury), mental factors (depression, stress, self-
esteem) and social factors (social support, outside interests). It echoes Maslow’s hierarchy of 
needs59 and forms 10 zones, 6 of which  form overlapping elements e.g. Environmental-
Social issues (ES) which could include topics such as the layout of offices, informal meeting 
areas, the social use of the telephone etc. 
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Figure 2.6. The Organisational Health Grid. Williams, 1994 
   Social 
  Mental MS 
 Physical PM PS 
Environmental EP EM ES 
 
Jaffe (1995)21 describes Organisational Health as an expanded notion of organisational 
effectiveness. If effectiveness is defined as meeting goals (profit, production, service and 
continuity) then Organisational Health adds a further dimension, asking questions such as 
‘how well does the organisation treat its people?’, ‘What are the connections between 
traditional measures of effectiveness and the health and wellbeing of people within the 
organisation?’ and ‘Do effective organisations also support the growth and development 
needs of their employees?’ He expands the notion by asking, a healthy company for whom? 
Healthy for itself by growing, being efficient, being adaptable and being coherent. Healthy 
for stockholders by increasing value. Healthy for employees by being a healthy place to work 
and meeting their needs for growth, meaning and participation. Healthy for customers and 
suppliers by offering them good service a good partnership, and healthy for the community 
by seeing itself as interdependent and also making a long-term commitment to the economic, 
social and community development that protects not just its current profits but long-term 
future. 
 
Beckhard (1997)40 listed a profile of the characteristics of a healthy organisation in a chapter 
in ‘The Organisation of the Future’ (Table 2.12). 
 
A PhD thesis dissertation was published in by Kathleen Leggette (1997)41 at the School of 
Nursing of Virginia Commonwealth University, USA, entitled ‘Definition and attributes of 
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Organisational Health: A Qualitative Study’. The thesis involved a narrative review of the 
Organisational Health literature and an interview study of 9 participants from 3 acute care 
hospitals, leading to a list of 18 ‘defining attributes’ of organisational health (Table 2.13). No 
publications could be found stemming from this work and no attempt was made to develop a 
way of measuring or assessing these attributes within a healthcare organisation. 
 
Table 2.12. Characteristics of a healthy organisation. Beckhard, 1997 
 A strong sense of purpose  Operates in  a learning mode 
 A strong sensing system for receiving current 
information 
 Explicit recognition for innovation and 
creativity 
 Respects customer service 
 
 Decision made at level closest to the 
customer 
 Management is information-driven – large 
amounts of information can be received and 
processed in seconds. 
 Reward systems congruent with the work 
and to support individual development 
 
 Communication is kept open 
 
 Policies respect the tensions between work 
and family demands. 
 Operates in a ‘form follows function’ mode -  
uses multiple structures, pyramidal, horizontal 
and project structures and temporary structures 
 Attention to efficient work and quality and 
safety awareness and identifying change for 
a better future 
 Uses team management  Explicit social agenda 
 
 
Table 2.13. Attributes of Organisational Health. Leggette, 1997 
 Mission  Continuous Quality Improvement 
 Relationship to work  Team Building 
 Obligation to care  Strategic thinking / Strategic Planning 
 Feel Health  Structure 
 Communication  Environment 
 Leadership  Living Entities 
 Risk Taking  Organisational Openness 
 Decision Making  Change 
 Financial  Culture 
 
Hoy (1997)42 returned to assessing the Organisational Health of middle schools and used The 
Organisational Health Inventory for middle schools (OHI-RM), a 45-item instrument 
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questionnaire where teachers rate the extent of their agreement with a list of statements along 
a 4-point Likert-type scale. The six dimensions of Organisational Health are similar to those 
described in 1987 (Table 2.14). 
 
Table 2.14. The Organisational Health Inventory for middle schools (OHI-RM). Hoy, 
1997 
 
Organisational 
Health element 
Sample questionnaire items 
Institutional 
Integrity 
 Teachers are protected from unreasonable community and parental demand 
 A few vocal parents can change school policy 
Principle 
Influence 
 The principle gets what he or she asks for from superiors 
 The principle is rebuffed by the superintendent 
Resource 
Support 
 Extra materials are available if requested 
 Teachers are provided with adequate materials for their classrooms 
Academic 
Emphasis 
 The learning environment is orderly and serious 
 Student neglect to complete homework 
Teacher 
Affiliation 
 Teachers show commitment to their students 
 Teachers in this school are cool and aloof to each other 
Collegial 
Leadership 
 The principal treats all faculty members as his or her equal 
 The principal lets faculty know what is expected of them 
 
They then correlated the organisational health score with student achievement scores in mathematics, 
reading and writing. After correcting for socioeconomic status (wealthier districts have higher 
achievement levels than poorer ones), they showed that all elements of organisational health apart 
from the element of ‘Principle Influence’, were significantly related to all achievement scores.  
 
Kriger (1999)43 proposed a set of values (Table 2.15) and supporting activities (Table 2.16) necessary 
for a creating healthy organisations, based on the major world religions. They suggest ‘these value 
systems provide an inner, often invisible, governance system which can allow individuals and their 
organisations to stay on course in turbulent times’ continuing the theme of long-term effectiveness for 
a healthy organisation.  
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Table 2.15. Necessary underlying values for creating healthy organisations. Kriger, 1999 
Honesty and 
truthfulness 
Organisational exchange and inter-organisational transactions are 
impossible without a pervading basic expectation that contracts and 
agreements are represented with honesty, in good faith and with the 
intention of being honoured 
Trust 
Trust increases the ability to commit to and to engage in long-term 
effectiveness organisational transactions 
Humility 
Without a modicum of humility organisational relationships and routines 
will tend to be permeated with defensive behaviours and agendas 
resulting in a high level of organisational ineffectiveness 
Forgiveness 
Forgiveness increases the likelihood that new initiatives will be 
undertaken and decreases stress in organisational members 
Compassion 
The basis for the ability to feel what another is feeling and creates an 
enduring basis for collective action. It increases feelings of trust and the 
likelihood that organisational values will be realized 
Thankfulness 
Creates the basis for healthy interpersonal relations by establishing norms 
of respect and positive regard for the needs and contributions of others 
Being of Service 
Creates a climate of generativity which fosters relationships with a full 
range of human qualities, rather than relationships mainly shaped by 
instrumental values of transaction cost and exchange 
Stillness and peace 
Increase the likelihood that organisational members will be satisfied in 
belonging to the organisation and decrease the likelihood of ‘burnout’ 
 
 
 
Table 2.16. Supporting activities for creating truly healthy organisations. Kriger, 1999 
 Behaviour consistent with values 
 Creating a climate where morality and ethics are truly important 
 Legitimizing differing viewpoints, values, and beliefs 
 Developing imagination, inspiration, and mindfulness 
 Letting go of unrealistic expectations 
 Acknowledgement of the efforts and accomplishments of others 
 Creating organisational processes that develop the whole person – not just 
exploiting current talents and strengths 
 
Miller (1999)44 looked at conscientiousness and organisational health and acknowledged that 
organisational health provides an integrating framework for investigating individual and 
organisational influences on outcomes necessary for effective organisational functioning. 
They established a framework incorporating research from occupational stress, work 
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performance and organisational climate and performed a questionnaire-based study on 104 
public sector employees in Queensland, Australia. They concluded that conscientiousness is 
related to contextual behaviours that support the overall success of the organisation and 
should be integrated into the study of organisational health. Contextual performance60 in 
contrast to task performance involves more voluntary concepts such as volunteering to carry 
out tasks that are not formally part of one’s own job, helping others, and endorsing, 
supporting and defending organisational objectives.  
 
Hart (2000)45 returned to looking at Organisational Health in primary and secondary schools, 
in state of Victoria, Australia. Three studies with the aim of developing a psychometrically 
sound questionnaire to assess teacher morale and school organisational climate resulted in a 
54-item School Organisational Health Questionnaire.  Items were generated from a review of 
the education literature and experience of organisational health practitioners from the 
Department of Education. Dimensions included teacher morale and 11 other theoretically and 
empirically distinct dimensions of school organisational climate (Table 2.17). Correlation 
analyses were used to confirm the questionnaire’s convergent and discriminant validity.  
 
Lyden (2000)46 discusses organisational health as a novel concept to organisational literature 
and suggests it 
not only includes a company’s ability to function effectively but also its ability to 
grow and develop. It encompasses corporate culture, organisational stress, 
organisational commitment, ethics and employee morale to allow a better look at 
the ‘big picture’ 
They list 11 dimensions of Organisational Health for the business world (Table 2.18) and 
measure them with a 20-item questionnaire with a simple scoring system with 1 point for 
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‘yes’ and 0  points for ‘no’. The results are broken down so for example 17-20 points implies 
‘good to fairly good health’ to 0-4 points ‘cardiac arrest’. 
 
Table 2.17. The School Organisational Health Questionnaire. Hart, 2000 
Organisational 
Health dimension 
Example question 
Teacher morale 
 There is good team spirit in this school 
 Teachers take pride in this school 
Appraisal and 
recognition 
 I am regularly given feedback on how I am performing my role 
 Teachers receive recognition for good work 
Curriculum 
coordination 
 There is sufficient contact between different sections of the school in 
curriculum planning 
 Teachers consult with each other about their teaching and curriculum. 
Effective discipline 
policy 
 The rules and sanctions relating to discipline in this school are well 
understood by both staff and students 
 There is an agreed philosophy on discipline in this school 
Excessive work 
demands 
 Teachers are overloaded with work at this school 
 There is too much expected of teachers in this school 
Goal congruence 
 There is agreement in the teaching philosophy of this school 
 The goals of this school are not easily understood 
Participative 
decision-making 
 I am happy with the decision-making processes used in this school 
 There are forums in this school where I can express my views and opinions 
Professional growth 
 Others in the school take an active interest in my career development and 
professional growth 
 I am encouraged to pursue further professional development 
Professional 
interaction 
 I receive support from my colleagues 
 I feel accepted by other staff in this school 
Role clarity 
 I am always clear about what others at school expect of me 
 My work objectives are always well defined 
Student orientation 
 This school promotes the concept of students being individuals 
 Students in this school are encouraged to experience success 
Supportive 
leadership 
 There is support from the administration in this school 
 The administration in this school can be relied upon when things get tough 
 
In ‘Trust and the Health of Organisations’, Bruhn (2001)20,  defines the health of an 
organisation as its  ‘body, mind and spirit’.  
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 Body refers to the structure, how it is organised, how power and authority are 
exercised, how information and communication are accessed, and how work is 
distributed, carried out and rewarded.  
 Mind refers to how the organisation functions, how beliefs, goals, policies and 
procedures are implemented, how conflict is handled, how change is managed, how 
members are treated, and how the organisation learns.  
 Spirit is the soul of the organisation – invisible but palpable. Spirit is more than high 
morale and an esprit de corps. Sprit is the core or heart of an organisation, it is what 
moves an organisation, what makes it vibrant, and gives it vigour. It is measurable by 
observation.’ 
He discusses the characteristics of healthy organisations previously described in his previous 
publication38 (organisational culture, leadership behaviour and member behaviour). 
 
Table 2.18. Dimension of Organisational Health. Lyden, 2000 
Organisational Health 
dimension 
Description 
Communication 
Frequent communication among co-workers as well as between 
subordinates and supervisors. Two-way and non-threatening. Face-to-face 
discussion and written communication 
Participation and 
Involvement 
Workers involved in decision-making, organisational ownership, openness 
Loyalty and 
Commitment 
High interpersonal trust, proud, look forward to coming to work 
Morale 
Friendly atmosphere, employees like each other, like their jobs and 
enthusiastic 
Institutional 
Reputation 
Employees and managers share involvement in improving relationships 
with the external community 
Ethics 
Employee-developed code of ethics. Employees value ‘character’ and not 
‘politics’ 
Performance 
Recognition 
Employees feel valued, appreciated and  appropriately recognized 
Goal Alignment 
Goals are achieved, workers participated in goal setting and identify goals 
within the organisation 
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Leadership 
Leaders work well with high-level supervisors, same-level supervisors and 
top management. Friendly and approachable 
Development Support for training and development with formal planning and funding 
Resource Utilization 
Employees perceive resources are shared appropriately and fairly 
consistent with expectations for achievement 
 
Hart (2001)47 published an Organisational Health Framework in response to the limitations of 
the occupational stress literature in the 1980s and 1990s. Organisational Health differs from 
approaches to organisational stress because it combines employee wellbeing and the 
organisation’s performance (financial, social and environmental). It recognises that there is 
little value in having happy and satisfied employees unless they are also performing 
efficiently and productively. Also, there is little value in having an efficient and productive 
organisation at the expense of employee wellbeing. The Organisational Health perspective 
recognises that employee wellbeing and organisational performance are both influenced by a 
combination of individual and organisational characteristics (Figure 2.7). 
 
Figure 2.7. A heuristic model of organisational health. Hart, 2001 
 
 
 
 
 
 
 
 
 
 
 
Individual 
Characteristics 
Organisational 
Characteristics 
Employee 
Wellbeing 
Organisational 
Performance 
Government 
 
Customers 
 
 
Partners 
 
Shareholders 
 
 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
 
60 
 
They go on to describe a model for employee wellbeing that has 5 components: individual 
distress, individual morale, workgroup distress and workgroup morale, all of which 
influencing job satisfaction (Figure 2.8). 
Figure 2.8. A model of employee well-being. Hart, 2001 
 
 
 
 
 
 
 
They describe the ‘Big Five’ personality characteristics (individual characteristics) of 
neuroticism, extraversion, openness, agreeableness and conscientiousness. Neuroticism (a 
person’s tendency to focus on the negative aspects of themselves and their environment) and 
extraversion (a person’s tendency to be active, talkative, optimistic and person-oriented) were 
considered most important aspects in determining organisational health. 
Organisational characteristics include positive and negative work experiences and also 
organisational climate  (the perceptions that employees have about the way in which their 
organisation functions61). 
These 3 components of individual and organisational characteristics and also employee 
wellbeing impact on organisational performance, that they break down into compensation 
claims, contextual performance, customer satisfaction, medical expenses, sickness absence 
and turnover (as these all can have a substantial effect on the ‘bottom-line’). They do 
however acknowledge that little empirical evidence exists in the occupational stress literature 
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that demonstrates a causal relationship between employee wellbeing and outcomes that affect 
the ‘bottom-line’.  
Thaw (2002)48 suggests that the healthier the organisation, the more change it can handle (in 
the context of non-governmental organisations NGOs), and lists elements for health (Table 
2.19). 
 
Table 2.19. Elements for Organisational Health. Thaw, 2002. 
 Clarity of purpose 
 Shared values underpinning the work of the organisation 
 The ability to deal constructively with conflict 
 Open and honest communication and feedback 
 Technical capability where it is needed (systems, computers, planning etc.) 
 Institutionalized leadership 
 All people have an understanding of the whole organisation and its work 
 Open channels of communication to get feedback from each other, stakeholders 
and particularly client or target groups 
   
Shoaf (2004)2 describes how organisational health blends the pursuit of individual wellness 
with organisational effectiveness (that can be optimised with contemporary business 
improvement initiatives such as Lean and six sigma) to yield a strategy for economic 
resilience. He introduces a new model for organisational health using a systemic approach 
that addresses work factors across four orientations: individual, job, process and 
organisational (Figure 2.9). He also discusses earlier literature on job characteristics62, that 
defined 5 job characteristics for meaningful work: skill variety, task identity, task 
significance, autonomy and feedback.  
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Figure 2.9. Organisational health across 4 orientations. Shoaf, 2004 
 
 
 
 
 
 
 
 
 
 
 
De Smet, Loch and Schaninger (2006)49 discuss the elements of a healthy company in the 
McKinsey & Company report ‘Performance and Health: In Search of Sustainable 
Excellence’. They define the health of a company as  
‘the prevalent qualities and practices of an organisation today that help sustain 
performance tomorrow’ 
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over the long-term, leaving it incapable of achieving more than a brief moment of deadline-
driven glory’. Based on surveys of more than 115,000 business leaders, assessing more than 
800 business and academic articles and conducting more than 100 workshops with senior 
leaders (not described) they have determined that good health has 5 characteristics (Table 
2.20). 
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De Smet (2007)15 then went on to describe 9 elements of organisational health (Figure 2.10) 
that they measured using a survey across 231 organisations across the world. Industries were 
wide ranging and included banking and insurance (29%), beverage, food and retail (16%), 
chemical, mining, steel (13%) and petroleum (11%). Pharmaceuticals (2%) were included but 
not healthcare. They averaged each of the nine outcome scores to create an aggregate score 
and compared this with the company’s rank on financial performance measures such as 
EBITDA (earnings before interest, taxes, depreciation and amortization). They report a strong 
correlation between organisational performance and financial performance. Companies in the 
top quartile of organisational performance were 2.2 times more likely than those in the 
bottom quartile to have an above average EBITDA margin, 2 times more likely to achieve 
growth in enterprise or book value and 1.5 times more likely to attain above median growth 
in net income and sales. 
They group the 9 elements into 3 clusters centred on leadership: Alignment (Direction, 
Leadership, Environment & Values), Execution (Accountability, Coordination & Control, 
Leadership, Capability and Motivation) and Renewal (External Orientation, Leadership, 
Innovation). 
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Table 2.20 Characteristics of Organisational Health. De Smet (McKinsey & Company), 
2006  
 
Characteristic Description How to achieve it 
Complementarity Creating value 
Recruitment, training and behavioural 
incentives consistent and reinforcing in 
attracting, developing, retraining and 
motivating the right kinds of employees to 
perform in a desired way. Business 
systems from product development and 
manufacturing to sales and distribution 
complementary e.g. Toyota Production 
System (based on Lean) 
Renewal 
How does the organisation 
understand, interact with and 
respond and adapt to its situation 
and external environment? 
Thoughtful expansion into markets where 
chance of success is high. Innovation, 
adaptive to shifts in the market 
Alignment 
Where is the organisation heading, 
what is its purpose and strategy and 
how supportive is its internal 
environment? 
Mission and direction, shared identity so 
employees feel connected. Reinforcement 
mechanisms such as role modelling, 
recognition and supporting training 
reinforce expected behaviours. 
Execution 
The set of attributes allowing a 
company to operate effectively and 
efficiently 
Well-designed management structure. 
Ability to act swiftly and definitively. At 
least one core competence 
Resilience 
Ability to cope with unpredictable 
disruptions e.g. economic collapse, 
extreme weather, power failures 
Ability to spot risks, sufficient resources, 
backup IT systems. Build strong logistical 
networks for continued supply and 
distribution and relationship networks 
with customers, suppliers, distributors etc. 
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Figure 2.10. The organisation performance profile. De Smet (McKinsey and Company), 
2007  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Bevans (2007)50 returned to the school organisational health inventory developed by Hoy in 
199742. They used hierarchical linear modelling (HLM) to examine the relationship between 
staff-level characteristics (gender, ethnicity, age and occupation) and school-level 
characteristics (student enrolment, faculty turnover, student mobility rate, and free or reduced 
meals rate) with school organisational health and student performance (attendance, 
suspension rate, reading scores and mathematics scores). They collected data from 1395 staff 
across 37 elementary schools in Maryland, USA. In terms of the relationship between 
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organisational health and performance, Academic Emphasis, Staff Affiliation, Collegial 
Leadership and the overall Organisational Health score were each significantly correlated 
with at least 2 of the student performance variables (Figure 2.11). As described previously, 
Academic emphasis assesses order and discipline among students and work ethic, Staff 
Affiliation describes a sense of friendliness, enthusiasm and school pride, and Collegial 
Leadership describes principles that are supportive, friendly, open and express genuine 
concern for staff.  
  
Figure 2.11. Organisational Health influences School performance measures. Bevans, 
2007 
 
 
 
 
 
 
 
 
 
 
 
 
Quick (2007)51 lists a set of attributes for a healthy organisation (Table 2.21) based on a more 
modern understanding of ‘health’. They use Ryff and Singer’s63 core features of positive 
human health that are ‘super-ordinate’ and span cultural barriers: 
 Leading a life of purpose 
 Quality connections to others 
STUDENT PERFORMANCE ORGANISATIONAL HEALTH 
Academic emphasis 
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 Positive self-regard and mastery 
Roney (2007)52 used Hoy’s Organisational Health Index for Middle School Inventory (OHI-
M) and qualitative interviews to assess five middle grade schools in North Carolina, USA 
during the 2004-2005 and 2005-2006 school years and correlated scores with pupil reading 
scores (literacy). They focussed on 3 dimensions of the organisational health framework 
(Teacher Affiliation, Academic Emphasis and Collegial Leadership). The quantitative 
comparisons showed a moderately positive relationship between the overall OHI-M 
indicators and reading scores which was not significant for 2005. There was no correlation 
for 2006. The authors concluded this is not unusual when comparing 2 years of data. 
 
Table 2.21. Attributes of a healthy organisation. Quick, 2007 
Leading a life of purpose Quality connection to others 
Positive self-regard & 
mastery 
 Clear mission and goals  Open, honest communication  Encourage balance 
 Give back to the 
community 
 Fairness or justice in practices  Growth opportunities 
 Integrity  Opportunity 
 Support systems for 
problems 
 Quality focus  Trust and safety norms  Fitness support systems 
 Principled 
 Mutual purpose and sense of 
belonging to the bigger whole 
 Positive physical work 
environment 
 Provides opportunities for 
growth 
 Embrace and encourage diversity of 
people, skills and ideas 
 High safety focus 
 Rewards or recognises 
achievement 
 Cohesiveness and positive 
affiliation 
 
  Pride in group accomplishments  
  Facilitates interdependent workers  
 
Coleman (2009)53 used Hoy’s Organisational Health Index for Middle School Inventory 
(OHI-M) and qualitative interviews to assess five middle grade schools in south-eastern 
United States during 2004-2005 and 2005-2006 and correlate the scores with pupil 
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mathematics scores, in a similar study to above. They looked at the scores of managerial 
factors (Collegial Leadership, Principal Influence, Resource Support) and institutional factors 
(Institutional Integrity) of organisational health described previously. There was a weak 
positive relationship for principal influence for both years and a strong positive correlation 
for resource support for the 2006 math scores only, leading to a conclusion that further 
investigation is warranted. 
 
2.6 DISCUSSION 
Summary of evidence 
There are three main schools of thought coming together to describe the concept of 
organisational health. The first, and the most advanced in terms of published empirical 
studies is from the education literature and links elements such as leadership, resource 
support and academic emphasis with examination result outcomes. These are based on the 
original theoretical elements of organisational health proposed by Miles in 196517.  
The second is from the fields of occupational health, job stress, organisational psychology 
and workplace health promotion. A healthy organisation in this context is essentially one that 
is healthy for its members or employees, in terms of environmental, physical, mental and 
social factors. Measures in this case include high levels of reported employee satisfaction, 
and low levels of absenteeism. Individual health is the goal, and those individuals are part of 
an organisation. 
The third and the most useful when considering large complex healthcare organisations is a 
systemic approach that perceives the organisation itself as healthy or unhealthy. This has 
links to the analogy between an organisation and an organism: ‘organisations are living 
systems with their own needs and life cycles’. Most versions of this theory are ‘future-based’ 
in that the resilience and ability of the organisation to be successful not just now but in the 
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future is paramount e.g. Clark (1962)28 ...‘behaviour which allows all levels of the 
organisation to meet two requirements: maintenance of the status quo, and growth’, Miles 
(1965)17 ...’not only survives in its environment, but continues to cope adequately over the 
long haul, and continuously develops and extends its surviving and coping abilities’, Lyden 
(2000)46 ‘Organisational health includes a company’s ability to function effectively but also 
its ability to grow and develop’ and De Smet (2006)49  ‘The prevalent qualities and practices 
of an organisation today that help sustain performance tomorrow’. 
The most developed work on organisational health has been undertaken by McKinsey and 
Company leading to a measurement questionnaire for 9 characteristics of organisational 
health that give a score for the 5 dimensions of complementarity, renewal, alignment, 
execution and resilience. The limitations are (as with the majority of the literature) the work 
has not been based on healthcare organisations, although there is no reason why parts of it are 
not equally applicable, and it is published in the grey literature with limited publication of the 
methodology behind its creation.  
 
 Limitations  
The limitations of this systematic review are those of any systematic review and also those 
more specific to this field of research. Narrow search terms were deliberately used, 
essentially searching for “organisational health” and “healthy organisation(s)” and has 
produced a focussed piece of work, however work linked to this field but under a different 
name e.g. “healthy company” or “organisational effectiveness” may have been missed. The 
thorough search of the reference lists of included papers should have minimised this. 
Nearly half of the articles included on organisational health have been from the grey 
literature, reflected in the fact that nearly half of the 90 articles shortlisted were from 
reference lists rather than found from searching databases. This is a reflection on the field of 
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literature where many authors in management psychology and business publish books rather 
than papers in peer-reviewed journals, and clearly management consultants are involved in 
synthesising company reports and documents rather than publishing in the academic 
literature.  
 
2.7 CONCLUSION 
The development of the field of organisation health is a fascinating journey through over 50 
years of literature from education, psychology, occupational health and management. Many 
different attributes of a healthy organisation have been proposed, often with overlapping 
concepts, but little research has been based in healthcare organisations. There is also a lack of 
modern empirical studies in this area. 
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CHAPTER 3 
STUDY TO DETERMINE THE ELEMENTS OF 
ORGANISATIONAL HEALTH IN HEALTHCARE 
 
 
3.1  CHAPTER OVERVIEW 
This chapter describes a qualitative interview study designed to establish the themes of 
organisational health for acute NHS Trusts.  The introduction is followed by a methods 
section describing the use of Grounded Theory and then a results section explaining the 
findings of the interview coding analysis. A discussion of the implications and limitations 
follows. 
 
 
3.2  INTRODUCTION 
From the systematic review of the organisational health literature in Chapter 2, firstly it is 
clear that there is little research establishing what the elements of organisational health are in 
the healthcare sector, a field dominated by large, complex organisations with a different set of 
performance measures than other industries. Healthcare organisations are required to be 
financially sound but profit-making is not the main aim, and outcomes are related to patient 
care measures rather than the number of products sold or market share. Second is the lack of 
modern empirical studies in this field, where nearly half of the articles are from the grey 
literature. The concept of organisational health comes from fields as diverse as psychology21, 
29, 36, 47,  education17, 32, 42, 50, 52, 53 , occupational health35, 39, 44 and management1, 28, 31, 37, 38, 40, 51 
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and stems back to the 1950s with Argyris, ‘The Organisation: What makes it healthy?’1. He 
philosophically concluded ‘a healthy organisation is one that enables mature human 
functioning’. Perhaps more useable definitions include Miles (1965)17 ‘...a healthy 
organisation not only survives in its environment, but continues to cope adequately over the 
long haul, and continuously develops and extends its surviving and coping abilities’, and 
Lyden (2000)46 ‘Organisational health includes a company’s ability to function effectively 
but also its ability to grow and develop’.  
The aim of this study was to develop a conceptual framework for the elements of 
organisational health in healthcare. 
 
3.3 CONCEPTUAL FRAMEWORK 
There is increasing emphasis on delivering high quality patient care3 together with reduced 
costs and attention turning to creating ‘high performing’, ‘high reliability’ and ‘learning’ 
healthcare organisations or systems64. This of course demands measuring and comparing 
organisational performance outcomes such as length of stay, infection rates and mortality 
rates to name a few. However there is increasing evidence outside of healthcare that high 
performance also requires focussing on organisational health i.e. how well the organisation 
itself functions and develops. For example, how motivated and happy are the staff? How well 
do teams communicate with each other and with patients? How effective is the management 
structure? How effective is the leadership? i.e. what elements are important within the 
organisation to create high performance and good patient outcomes? 
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3.4  METHODS 
Grounded theory65-67 was used to guide sampling, data collection and data analysis. This 
research method is intended to generate theories regarding social phenomena that is 
‘grounded in’ (derived from) a systematic analysis of data. 
 
Data collection & analysis 
2 perceived ‘high performance’ organisations were selected for the study: Imperial College 
Healthcare NHS Trust6868 (an academic health sciences centre) and The Royal Marsden NHS 
Foundation Trust6969 both in London, UK. Imperial College Healthcare NHS Trust is one of 
the largest in the country (total staff of approximately 10,000), has one of the lowest 
mortality rates70 and is in the top ten hospitals in England for patient safety71. The Royal 
Marsden is a large specialist cancer centre, a partner with The Institute of Cancer Research 
(total staff of 3,500) and from 2006-2009 was awarded the score of ‘excellent’ for quality of 
services and quality of financial management by the Care Quality Commission7272. 
 
Members of staff from the 2 organisations were invited by email to participate in face-to-face 
semi-structured interviews. Interviews continued until saturation was achieved (the point at 
which further sampling ceases to yield any new concepts) and this formed a purposive sample 
of 25 including 13 ‘clinical’ staff (nurses, doctors and consultants) and 12 ‘non-clinical’ staff 
(managers, senior managers and directors). 11 participants had dual roles e.g. nurse manager 
or medical director (Table 3.1). Participants were excluded if they had worked in the 
organisation for less than 2 years to ensure they had an understanding of the organisation. 
Sampling from the 2 centres was performed to provide a broad range of relevant perspectives 
and experience to increase the transferability of resultant analytic concepts. Specialties of 
participants included medicine (general, renal, cardiovascular), surgery (general, vascular, 
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orthopaedics, urology), emergency medicine, intensive care, anaesthetics, gynaecology, 
paediatrics, oncology and infectious diseases.  
 
Table 3.1. Key characteristics of purposive sample of 25 study participants 
Male participants 12  Role Numberǂ 
Female participants 13  Nurse‡ 6 
Length of service  
(NHS) / years 
17 ± SD 10 
 (range 2 – 37) 
 Doctor 9 
Length of service 
(organisation) / years 
9 ± SD 6.5            
(range 2 – 23) 
 Manager* 10 
   Senior manager† 3 
   
Director (clinical / 
executive) ⁺ 
8 
 
‡staff nurse, ward sister, theatre sister; *general manager / service (delivery) manager;                                                               
†head of operations; ⁺inc. Chief Executive Officer (CEO). (ǂ11 participants had dual roles). 
 
CN conducted face-to-face, semi-structured interviews at the participant’s office or an 
interview room using an interview guide with pre-established questions (Appendix A). All 
interviews were recorded with a digital voice recorder and transcribed verbatim by an 
external transcription company with a confidentiality agreement. The last interview was May 
2011. 
Interview transcripts (see Appendix B for example) were analysed for emergent themes using 
grounded theory (iterative and constant comparative) methods66 i.e. data collection and 
analysis proceeded simultaneously in an iterative fashion, where the results of the ongoing 
analysis informed subsequent data collection. Two researchers (CN and MB) recursively read 
the transcripts to develop a preliminary coding structure65 by deconstructing each interview 
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sentence by sentence to identify key categories and concepts (open coding). Inter-rater 
reliability was calculated for each interview question coded and subsequent differences were 
discussed to achieve consensus. CN applied the final coding structure to the complete dataset 
using NVivo9 qualitative analysis software7373 (© QSR International Pty Ltd, Australia) for 
assistance in cross referencing. 
 
3.5 RESULTS 
25 interviews were performed (median length 47 minutes, total length 20.3 hours) and were 
transcribed for analysis (197,000 words) before saturation was reached. Inter-rater reliability 
between the coders improved from a median of 0.79 (Krippendorff’s Alpha74, range: 0.62 – 
0.90) to 1.0 after discussion. 5 of the participants were chosen at random (2 managers, 2 
doctors and 1 nurse) to review the final coding analysis and concurred with the findings. The 
analysis is presented as eight elements (themes) that emerged (Figure 3.1), each one 
comprising a number of concepts to describe organisational health in healthcare. Interview 
excerpts are also listed (Table 3.2) and to preserve anonymity, they are simply labelled as 
[doctor, nurse, manager or director]. 
 
1. STRATEGY  
Direction 
This concept refers to the organisation having a clear, realistic mission or vision statement of 
what it wants to achieve, so that it can then put into place the course of action to achieve it. 
‘Long-term’ or ‘future-proof’ was a common thread for many of the concepts for 
organisational health, e.g. “it has long-term strategic health” [Director 4]. 
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Alignment 
This refers to the organisation having a mission or vision statement that every employee 
within the organisation knows and understands, and their aims are aligned to achieve it e.g. 
“they have a common shared aim of where the organisation is moving towards and they know 
their place within that organisation” [Doctor 1]. 
 
2. RESILIENCE 
Future survival 
This refers to an organisation with a long-term strategic and financial plan that does not only 
concentrate on short-term goals or performance, “healthy implies that it has a future” 
[Director 3]. It attracts both patients “in terms of patient choice: the preferred provider” 
[Manager 7], and also the best calibre staff due to its reputation. Healthcare organisations 
need to be flexible, innovative and constantly evolving, “It is constantly evolving and 
constantly changing so you’re not remaining stagnant and you’re not kind of, okay well we’re 
at this level, let’s just stick here...” [Manager 8]. 
Adversity coping 
This refers to the organisation’s ability to cope with low probability but high risk events such 
as a major incident or pandemic, a fire or power loss, or a change in legislation or funding. “It 
can create really useful flexible networks within it. I think that's very, very useful. And that's 
critical in responding to external challenges... that people are given the respect and autonomy 
to actually address things and make changes” [Director 2]. 
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3. LEADERSHIP & MANAGEMENT 
Visibility 
This refers to employees knowing who their seniors are and seeing them and interacting with 
them on a regular basis, both in meetings and ‘on the frontline’. 
Clinical experience 
This refers to clinicians being involved in management and in leadership roles, but not 
necessarily taking them over. “Getting the right balance between clinical leadership and 
management is key.  And it doesn’t just mean some half-hearted measure to give doctors a bit 
of power, but, not when they don’t really want to take it.  Or to give managers too much 
power without influence from senior clinicians who know their business” [Director 4]. It also 
refers to nonclinical staff such as those in clerical or financial positions having close links to 
clinical areas so that they can understand the impact of their work on patient care. 
Effective Management 
This concept refers to having the right number of the right levels of management with stable 
management teams, “I think you need a very able and stable management team, and I think 
that’s what a lot of organisations suffer from, there’s too much passing through” [Director 4].  
Support & Performance Management 
This refers to managers or seniors being accessible, approachable and supportive, listening 
and motivating staff, and also giving clearly defined goals and not tolerating 
underperformance. There needs to be a close working relationship between management and 
human resources teams so that this process can happen, “I’m having to divvy up half of the 
workload for that department amongst two efficient members of staff because two of them 
are not efficient and we can’t get rid of them because the process takes too long and nobody’s 
been doing it” [Manager 8]. 
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4. STAFF WELLBEING 
Attitude 
“The attitude of your staff is one of the biggest things you need” [Manager 8], this refers to 
staff who are polite, helpful, caring and compassionate towards patients and each other, 
whether on the ward or at the reception desk, and people who are professional, responsible 
and aim to work well with others in their team towards a common goal.  
Capability 
This refers to recruiting and developing high calibre people and having the right skills mix of 
expertise to enable the organisation to achieve its aims, “a healthy organisation attracts the 
best staff” [Manager 7]. It also refers to the induction and correct allocation of staff, “the 
right staff for the right job.  Don’t just put people anywhere because you can’t find places for 
them, and waste time and money” [Nurse 4].  
Morale & Happiness 
This refers to good morale amongst happy and motivated staff, “if you've got staff that are 
happy they will be productive, they will make less mistakes and they will contribute more” 
[Manager 1]. Staff feel valued and have autonomy over their work including in some cases 
the flexibility of working hours, “people are demoralised when they are not valued, when 
they are not listened to” [Director 5]. 
Presenteeism & Retention 
“I think a healthy organisation is one where everyone comes to work” [Manager 9]. This 
refers to having healthy staff with a low sickness and absenteeism rate, and also retaining 
staff so that there is not a great reliance on bank, agency or locum staff and the constant 
endeavour to train new members. “Sickness is a bad thing on my ward as well. A lot of the 
nurses are off sick” [Nurse 3]. 
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Training & Education 
This refers to a constant cycle of training and development for staff to improve their skills 
and there being both the time and funding for educational courses or further qualifications, “a 
healthy organisation is one where there is the correct amount of focus on developing their 
staff and the opportunities that are available to develop their staff” [Manager 8]. 
 
5. FINANCE & INVESTMENT 
Financial Viability 
“Healthy has also got to be financial viable” [Manager 7] and “it would be one that meets all 
of its goals in terms of finance” [Doctor 2], so there is the allocation and efficient use of 
funds without wastage. There is an understanding amongst staff of the cost of equipment or 
resources used and also incentives within a department to save money. 
Investment & Resources 
There is investment in patient care, staff, technology and in buildings, “having money 
available is an enabler to deliver good quality care, or good training for people, or good 
facilities for them to work in, or good IT systems to support what they’re doing, or a 101 
things” [Manager 4]. There are adequate resources to achieve its aims and also investment for 
future success.  
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6. PATIENT SAFETY 
“A healthy organisation is one that is delivering the best outcomes for its patients” [Director 
3] and in terms of safety this can be divided into: 
Error reporting 
It is recognised that errors or critical incidents do occur and there is a ‘no blame’ culture 
where people feel comfortable to report them, and a system is in place to enable them to do 
so.  
Error Feedback 
This refers to the errors or critical incidents reported actually being looked at by management 
and senior figures and then discussed and reported back to staff so that they can be learned 
from in a positive way, and process changes made to try and prevent them happening again. It 
also refers to the feedback of other sources affecting patient safety such as patient complaints 
or praise. 
Staffing levels 
“A good healthy organisation would have enough nurses on the floor” [Nurse 4]. This refers 
to having sufficient staff both during the week day and out of hours, throughout the 
organisation so that people are neither underutilised or overworked and stressed, and patients 
are looked after properly. 
Safety leadership 
This refers to seniors and leaders in the organisation taking patient safety and elements of it 
such as infection control seriously and people feeling empowered so speak up if they were 
not happy with something, despite their level or role. 
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7. EFFICIENCY 
This theme was frequently mentioned e.g. “one that’s operationally running as efficiently as 
it can run” [Manager 8] and “treating patients efficiently, effectively, with a good quality of 
care” [Nurse 2]. Two main concepts emerged: 
Data Collection 
It refers to teams making informed decisions based on the latest accurate patient care data, 
“good information, reliable data that’s invested in and taken seriously, validated, shared and 
communicated; because you can’t get to common goals, without a common understanding of 
how you’re doing” [Manager 4]. It also refers to the setting of standards of care, and active 
repeated cycles of audit to monitor this.  
Effective Processes 
This refers to efficient patient pathways that avoid delays and cancellations and prolonged 
hospital stays and also the unnecessary duplication of work, “on a ward level ensuring that 
discharges are effective, that the patients have the necessary community referrals” [Nurse 3], 
“I’m a real proponent of the whole kind of lean methodology and how actually we deliver our 
care from referral to discharge, the pathway approach” [Manager 1]. 
 
 
8. COMMUNICATION 
“With a healthy organisation you have to have clear communication” [Manager 2] 
Interpersonal communication 
This refers to the quality of face-to-face communication between employees of the 
organisation and also between staff and patients or their families. It also refers to having the 
technology to access information sources, e.g. computers or displays, without an overreliance 
on email for example as opposed to face-to-face contact with people, “I think we have to be a 
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bit more innovative about how we communicate and I think that we have moved to a reliance 
on email because it is much easier and it is what people, external to the hospital, would 
communicate via” [Nurse 1]. 
Openness and transparency 
This refers to consistent honest messages coming from senior levels with the ability of staff 
to see what actions are being performed and why, “being open and honest and having lines of 
communication” [Nurse 5]. 
Information flow 
This refers to whether information is rapidly and efficiently distributed from the most senior 
levels to the most junior so that people understand what is happening in the organisation, and 
also vice versa so that decisions are made bearing in mind the views and ideas of everyone 
involved, “a healthy organisation would be an organisation that had full representation from 
the wards to the board to allow information flow both ways between the clinical areas and the 
board” [Nurse 1]. Staff also have the opportunity to meet with seniors or have a forum for 
ideas or feedback to be heard. 
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Figure 3.1. Organisational health themes in acute NHS Trusts 
 
 
 
 
 
 
Organisational 
health
STRATEGY
RESILIENCE
LEADERSHIP & 
MANAGEMENT
STAFF 
WELLBEING
FINANCE & 
INVESTMENT
PATIENT 
SAFETY
EFFICIENCY
COMMUNICATION
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
84 
 
Table 3.2. Organisational health themes and concepts 
Themes & 
concepts 
Interview transcript excerpts 
Strategy 
Direction 
“the organisation as a whole has got a clear direction as to where it's going”[Manager 
6] 
Alignment 
“...you’d think of it as a football team, where everybody plays in a position and when 
people play out of position, things go out of kilter and people don’t do so well, but 
everybody on that pitch has a common goal and that is to win the game. If an 
organisation isn’t focussed in that way, and getting that focus is very difficult, because 
everyone has their own agenda, and they have their own agenda for all sorts of reasons, 
but a healthy organisation would be one with a harmony between the agendas for every 
individual were as close as you could possibly get them”[Doctor 3] 
“so an unhealthy organisation is where your clinicians are off perhaps doing their thing, 
there's no real direction or involvement with management. Management are seen as 
almost the enemy doing their own thing and then you've got groups of staff underneath, 
perhaps left alone and doing their own thing and maybe disgruntled”[Manager 9] 
Resilience 
Future 
Survival 
“that it has long-term financial and strategic health.  So it’s not just healthy today but 
that the way it’s set up, its culture, its operation, its planning, means that it’s got long-
term health, it’s not a one hit wonder”[Manager 1] 
Adversity 
Coping 
“I think rapidly being able to develop different networks depending on what needs to be 
done is really important and actually it is sometimes a bit more effective than inflexible 
command and control structures because it allows the best people with the expertise to be 
involved. And these can change, depending on priorities and needs etc.” [Director 2] 
Leadership & Management 
Visibility 
“the board actually will visit the clinical areas so they have an understanding of actually 
when they make decisions, of the implications on the ground” [Manager 1] 
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Clinical 
experience 
“if you’ve got someone like me who’s never doing clinical work and just firing out 
orders, then they’ll come a time when people will say, ‘well what do you know about it?’ 
so I think leadership with credibility makes a lot of difference.  In industry, it’s different, 
because you wouldn’t expect the Chief Executive to have been on the Pepsi Cola plants, 
whereas in medicine you might well do” [Doctor 3] 
“management is a complex business, it’s not something you can just do in your spare 
time.  And I think the mistake in a lot of organisations is to say it must all be clinically 
led, hand it over to the docs, usually docs rather than nurses, and then you’ve got 
managers who are sort of bit part players.  And it’s not very satisfactory for managers, 
and I think it’s pretty tough on clinicians actually” [Director 4] 
Effective 
management 
“high performance is about a stable effective team”[Director 4] 
‘what you get is a series of people in very key positions in the Health Service trying to 
change things the whole time, and there is no outcome measure.  So, nobody says, ‘I 
changed the way we booked theatres and I’ve actually improved it,’ because they don’t 
know because they’ve moved on’ [Director 5] 
Support & 
Performance 
management 
“...when you’re in, you’re in, and there’s no other organisations that do that, outside the 
public sector” [Director 5] 
“trying to support someone, induct them properly, observe them, help them and then 
ultimately if it’s not working it’s not working, and you have a frank conversation and 
bring it to a conclusion” [Director 4] 
“...people know what's expected of them. Know what's going on. Know what the 
consequences are essentially if you're not doing that” [Manager 9] 
Staff Wellbeing 
Attitude 
“people who are polite to the patients and care for the patients and go that extra 
mile for people” [Nurse 2] 
“you don’t need to be skilled in every way, for the volume of staff groups that 
we’ve got, we just need common sense, organisation and a caring and helpful 
attitude” [Director 5] 
Capability “the people who work within it are good, excellent, and they excel” [Nurse 5] 
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Morale & 
Happiness 
“the most valuable asset this organisation has is the motivation and passion and 
morale of its people, you know, of course there’s some troubles but, that is the 
unique asset of a healthcare organisation” [Manager 4] 
“happy staff because staff who are happy generally have received the right 
training, induction, they know what their job is, they have a common shared aim 
of where the organisation is moving towards and they know their place within 
that organisation” [Doctor 1] 
“I think that good healthcare is only delivered by a happy workforce” [Director 
5] 
Presenteeism 
& Retention 
“then you have the agencies coming and filling, but they’re seeing that other staff 
members are not happy, so we’re also short with agency! So then agency don’t 
want to come to work in a department... it’s just a vicious circle” [Nurse 4] 
“you probably have sort of quite good health schemes to keep the staff healthy at 
work and the sickness rates would be low” [Manager 3] 
Training & 
Education 
“development, skills and training is critical” [Manager 4] 
Finance & Investment 
Financial 
viability 
“if they don't have the money, if you're not breaking even, then you're not going 
to be able to do anything because people won't let you. They'll say it's too risky” 
[Manager 2] 
Investment & 
Resources 
“I’d like a new printer because my team spend three hours of the day messing 
about with a ten year old printer and they don’t cost much in the scheme of 
things” [Manager 2] 
“people who are picking up and answering the phone, we are paying them band 
two which is below, way below the London average, so you pay peanuts you get 
monkeys. So you've got these people picking up the phone and they will say ‘I 
don't know anything about this patient’ - what image are we portraying? So you 
need to, in order to attract the right calibre of people you need to compensate 
them appropriately and be able to recruit a good quality staff” [Manager 5] 
Patient Safety 
Error 
Reporting 
“having really good governance systems, acknowledging mistakes will 
happen”[Director 3] 
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Error 
Feedback 
“trying to proactively prevent mistakes. But also when they do happen it’s very 
important that you learn from them and change your system or change your 
people skills whenever you need to” [Director 3] 
Staffing levels 
“staffing also makes a healthy organisation... There’s a lot of impact of having a 
lack of staff, people don’t realise. Spread of infection for example, if you’ve got 
one nurse looking after many patients, and she’s running around, she’s not going 
to clean her hands every five minutes.  And I’m just saying honestly, that’s how 
MRSA spreads, this is how we get infections, wards close.  It has a big impact, a 
very very big impact” [Nurse 4] 
Safety 
Leadership 
“we all feel empowered that if you saw something that you didn't feel comfortable 
with, you could address it there and then” [Manager 9] 
Efficiency 
Data collection 
“‘from a management perspective, information is tremendously important” 
[Manager 4] 
“You need to have standards and you need a set of standards and you need to 
audit the standards...  the key to providing good quality care is actually having 
information about whether care is of good quality. So I think it is being able to 
pull all of the bits of information that we have that are indicators of quality 
together so that you've got an overview and a picture so that you can actually 
start to tackle areas where there's definite issues. There has been a much more 
increased focus on actually showing improvement and actually making sure that 
you've got the right data to be able to prove that what you're doing is making a 
difference”[Nurse 1] 
Effective 
processes 
“in terms of healthy organisations I think you're looking at smooth 
systems”[Manager 2] 
“I think we've got to get over the mindset of thinking it's acceptable to rearrange 
at the last minute on a whim.  I think that's got to change, it’s not really 
acceptable to phone up a patient the night before to say the operation they've 
revolved their life around for the last couple of months is not going to happen 
when they'd expected it, and they're probably not going to know when it’s going 
to be either” [Nurse 5] 
 “we've got to make a health service that fits in with the way lives are these days 
in terms of it happens when we say it's going to happen so patients can plan 
accordingly” [Manager 6] 
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Communication 
Interpersonal 
Communication 
“body language, that's a big thing. Some nurses not even talking to patients. 
Talking over patients. Talking in front of patients in their own language. It's just 
rude. Not including patients in conversations, just blanking them. And it is really 
rude. And also vocalising that you don't want to be on the ward anymore. You're 
sick of it, you've worked there for ten years, I mean that doesn't make a patient 
feel very nice” [Nurse 3] 
Openness & 
Transparency 
“people sometimes hold back information because they think people are going to 
react to it. Whereas that can be more detrimental sometimes. Now I think in my 
areas and in my experience it's better to be honest with people from the word go 
and involve them in discussions and say this is what's on the cards. So that they 
know what's going on. They might not necessarily be happy about it but they're 
happier than hearing rumours and ‘are we all going to be sacked next year?’” 
[Manager 2] 
Information 
Flow 
“if you went out and spoke to staff on the wards today they'd say well nobody 
tells us, we don't know what's going on. And I think it is, in a big organisation 
like this, communication is key but how do you get that communication right? So 
the ward teams should be having regular ward meetings but with shift patterns of 
nurses, it’s very difficult to get nurses all together at the same time, so actually 
the communication from that point isn't particularly effective. And so then that 
cascade of information stops” [Nurse 1] 
“people don’t necessarily want you to do what they want you to do, but they want 
you to hear them, to take into account what they’re saying, and to demonstrate 
that they’ve listened, and it doesn’t matter if you’re talking about the guys who 
run the boilers or the consultants, it’s always the same”[Director 5] 
 
 
 
 
 
 
 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
89 
 
3.6  DISCUSSION 
This grounded theory study has for the first time addressed the question, ‘What are the 
elements of organisational health for acute Trusts?’. The answer is complex and based around 
8 themes that emerged: 1. Strategy, 2. Resilience, 3. Leadership & Management, 4. Staff 
Wellbeing, 5. Finance & Investment, 6. Patient Safety, 7. Efficiency and 8. Communication; 
each of these being composed of a number of concepts. 
 
The only other related study to answer this question was unpublished and forms part of a 
Thesis awarded 15 years ago in the USA41. This study interviewed only 9 participants from 3 
hospitals and lead to a list of 18 ‘defining attributes’ of organisational health. The attributes 
of Mission, Communication, Leadership, Financial, Strategic thinking and Organisational 
Openness are consistent with our findings of Strategy (Direction), Communication, 
Leadership & Management, Finance & Investment, and Communication (Openness). 
 
 
This is the first study attempting to answer this question in a modern healthcare system and, 
as with any interview-based qualitative study, limitations in interpretation need to be 
considered. Did participants understand the questions in the same way? Were they biased by 
any prior or background knowledge? Were enough participants included? Were their views 
unique to that particular organisation and thus not transferable? Were their views so variable 
and wide ranging that drawing consistent conclusions would not be valid?  
The study was designed to address these considerations as much as possible. A 
semistructured approach was used so that the same questions were asked to each participant 
but there was still flexibility for discussion and elaboration. Participants were not told before 
the day exactly the nature of the questions so they wouldn’t be able to ‘cheat’ for example by 
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searching for ‘organisational health’ on the internet or library thus leading to bias. 
Participants were chosen from a very wide range of backgrounds, both medical and 
managerial, and also from differing levels of seniority from executive board level to middle 
management and staff nurse level. Interviews were continued until saturation was achieved 
and no new themes or concepts emerged on analysis and this led to the inclusion of 25 
participants. At the start of the study, it was not known how many interviews would be 
performed. The first 20 interviews were held within the 3 main hospitals of Imperial College 
Healthcare NHS Trust before interviewing subjects at The Royal Marsden Hospital. It 
became clear that a very similar pattern of results was emerging and saturation was quickly 
achieved, i.e. there was reproducibility of themes.   
 
The results need to be interpreted with transferability in mind, in that both institutions in the 
study were based in the same urban region, one of them a large AHSC spread over several 
sites, and the other a specialist cancer hospital. From the themes that emerged however, the 
authors are confident that they could equally apply to other hospitals in the UK and indeed to 
other similar healthcare systems overseas. Although subjective in its nature, there was 
agreement between researchers regarding coding structure, and it was also checked by 5 of 
the interview subjects. 
 
 
The implications of this study could be highly significant and these 8 elements with their 
component concepts can now become targets for measurement, in the form of a reliable 
validated questionnaire for hospital staff (medical and non-medical) to complete. This would 
create a new way of looking at a healthcare organisation, in addition to the conventional 
outcome measures e.g. mortality, readmission rate or infection rate. Indeed, if a correlation 
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can be demonstrated between organisational health scores and organisational performance 
outcomes, then a powerful new system could be implemented to bring about focussed 
organisational improvement that directly improves patient care. For example, if a correlation 
is shown between organisational health communication scores and patient length of stay, then 
organisations with a poor communication score may have a target to improve to help their 
patients.  
 
Future research involves developing a reliable validated organisational health measurement 
tool that will allow a rating system to be developed for each of the different elements. 
Demographics can also be collected so that not only benchmarking and inter-institutional 
comparison can be achieved, but also comparing the responses from different departments or 
roles within the same hospital e.g. management team perception vs. doctor perception. Once 
data has been collected from different hospitals, this can be correlated with organisational 
performance scores (outcome measures) to answer the question, ‘does a healthy organisation 
lead to healthier patients?’.  
 
3.7 CONCLUSION 
The organisational health of an acute healthcare organisation can be described by 8 main 
elements: Strategy, Resilience, Leadership & Management, Staff Wellbeing, Finance & 
Investment, Patient safety, Efficiency and Communication. This leads on to the next chapter 
describing questionnaire development to create a reliable and validated way of measuring 
organisational health.  
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CHAPTER 4  
DEVELOPMENT & VALIDATION OF A TOOL TO 
MEASURE ORGANISATIONAL HEALTH 
 
 
4.1  CHAPTER OVERVIEW 
The previous chapter described a qualitative interview study based in Grounded Theory65 
where approximately 20 hours of semistructured interview transcripts were analysed to elicit 
the themes and subthemes that describe organisational health for acute NHS Trusts. This 
chapter explains 2 related studies to create a validated and reliable tool to measure 
organisational health, in the form of a staff questionnaire, using exploratory and confirmatory 
factor analyses.  
Study 1 looks at the process of developing a pilot questionnaire from the interview study 
coding, and then using it in an acute NHS Trust and analysing the data using exploratory 
factor analysis (EFA) to create a shorter final organisational health questionnaire.  
Study 2 then describes the use of this questionnaire at the same Trust and confirmatory factor 
analysis (CFA) to confirm the questionnaire structure and the goodness of fit of the data. A 
discussion follows on this process and any limitations considered, leading onto the next 
chapter that describes using this questionnaire to measure the organisational health of acute 
NHS Trusts in England. 
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4.2  INTRODUCTION 
From the systematic review of the literature (Chapter 2) it is clear that measurement tools 
exist to measure organisational health in other contexts, e.g. education42 and in business15, but 
not specifically in the field of healthcare. The qualitative interview study (Chapter 3) 
established 8 themes of organisational health for acute NHS Trusts (Table 4.1) and the aim of 
this study was to create a valid and reliable way of measuring the concepts they represent. 
Clearly measurement tools exist in general to measure some of these themes, e.g. there are 
several well described patient safety questionnaires75 for hospital staff, but none of these are 
specifically in the context of organisational health. 
 
Table 4.1. Themes of Organisational Health in Acute NHS Trusts 
Strategy Finance & Investment 
Resilience Patient Safety 
Leadership & Management Efficiency 
Staff Wellbeing Communication 
 
‘Measurement, in most general terms, can be regarded as the assignment of numbers to 
objects (or events or situations) in accord with some rule’76, the purpose being to produce 
reliable evidence that can be used in evaluating the outcomes of research, in this case to 
compare the organisational health of acute hospitals. Clearly the themes above are not 
directly measureable, in the same way as temperature, height or weight are. They are the 
‘woolly grey area’ that are often discussed but are difficult to fully define or quantify. 
Indirect measurement applies to measuring abstract ideas or constructs (theoretical 
constructions, aimed at organising and making sense of our environment), e.g. pain, quality 
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of life or anxiety. For direct measurement, accuracy, selectivity, precision, sensitivity and 
error are important; for indirect measurement, reliability and validity. 
 
RELIABILITY 
Reliability is the extent to which a measurement gives results that are consistent. There are 
several classes of reliability estimates, such as inter-rater reliability and test-retest reliability 
but for this research, internal consistency reliability is important – the consistency of results 
across items within a test. Cronbach’s alpha77 is the most common internal consistency 
measure and is used for this study. 
 
VALIDITY 
Validity of a measurement tool is the degree to which it measures what it claims to measure, 
e.g. does the communication part of the questionnaire actually measure communication 
within an organisation as defined by the organisational health qualitative study? ‘Face 
validity’ is an estimate of whether the test measures a certain phenomenon and can be judged 
by a non-expert. A test may have high validity but if it doesn’t appear to measure what it 
states, it would still have low face validity. ‘Content validity’ is a non-statistical systematic 
examination of the contents of the test, to check it covers a representative sample of the 
behaviour domain to be measured78 e.g. does an IQ questionnaire cover all the aspects of 
intelligence that it sets out to measure? Evidence for content validity typically comes from 
subject matter experts evaluating the content of the test. ‘Construct validity’ is the 
demonstration that a test is measuring the construct it claims to be measuring and is typically 
a statistical process involving correlation coefficients or factor analysis79. 
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Criterion-referenced  instruments are developed to measure the knowledge of an individual  
to assess the effectiveness of an intervention in achieving specific learning objectives. 
Achievement tests at school or university are an example and they are developed to match a 
particular syllabus. Thus the value of the instrument is more dependent on the quality of the 
items representing the content to be learned, rather than the reliability and validity of the test 
80, 81. 
Norm-referenced instruments are developed to distinguish between participants or evaluate 
change over time and are designed so that differences among people who possess differing 
quantities of a characteristic can be portrayed along a continuum of values. Variance is a key 
feature and the distribution of scores should resemble a normal curve so that one group of 
responses can be differentiated from another. Most personality, attitudinal and cognitive 
constructs are measured using norm-referenced frameworks. The levels of measurement of 
the item scores generated can be interval or ratio and can be evaluated using factor analysis, 
as will be discussed in the methods section. 
 
FACTOR ANALYSIS 
Factor analysis represents a complex array of structure analysing procedures used to identify 
the interrelationships among a large set of observed variables and then, through data 
reduction, to group a smaller set of these variables into dimensions (factors) that have 
common characteristics82. The goal of factor analysis is to arrive at a parsimonious set of 
factors that summarises and describes the structural interrelationships among the items in a 
concise and understandable way83. It can be used for theory and instrument development and 
also to assess the construct validity of an established instrument.  
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Exploratory factor analysis (EFA) is used when it is unknown how many factors are 
necessary to explain the interrelationships among a set of characteristics or items. The goal of 
EFA is to identify factors based on the data and to maximise the amount of variance 
explained. The researcher does not need hypotheses regarding how many factors will emerge 
or what items the factors will contain. The basic assumption of EFA is that within a 
collection of observed variables there exists a set of underlying factors, smaller in number 
than the observed variables that can explain the interrelationships among those variables 84. 
The initial steps of factor analysis use Pearson product moment correlations, and thus many 
of the assumptions that apply to this statistic, apply to factor analysis i.e. large sample sizes, 
continuous distributions and linear relationships between items. The use of EFA will be 
described to analyse the data from the pilot questionnaire developed, to reduce the item 
number and create the final questionnaire. 
 
Confirmatory factor analysis (CFA) is used to assess the extent to which the hypothesised 
organisation of a set of identified factors fit the data82. CFA will be used to analyse data from 
the final questionnaire to check data fit. 
 
Factor analysis originates from work by psychologists in the 1930s on the dimensions of 
human intelligence. Spearman in the UK produced the 2-factor ‘g theory’ of human 
intelligence, arguing that all intercorrelations between tests of mental ability could be 
explained by 2 factors. This was challenged by Thurston in the USA and both groups 
developed the concept of multi-factor analysis. Since the 1950s there has been an acceleration 
in the use of factor analysis, partly due to military use in the Second World War, but also due 
to the development of computer technology, and the algorithms and ability to analyse large 
matrices of data, essential in the process. In the 1950s it could take a team a year to perform a 
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single factor analysis, in the 1970s about 12 hours, and with present day software only a few 
seconds. 
 
 
4.3 STUDY 1: METHODS 
(INSTRUMENT DEVELOPMENT AND EFA) 
 
INSTRUMENT DEVELOPMENT 
After the initial identification of items to measure the themes of organisational health, the 
‘constructs of interests’, there are 6 common components of all instruments: instrument 
format, printed layout, wording and structuring of the items, response format, number of 
items and instructions to subjects85. 
 
Identification of items 
The qualitative interview study (Chapter 3) was used as a method for conceptualising and 
operationalising the constructs of interest (themes) and also the items to measure them. For 
example, the Finance and Investment theme included ‘financial viability’ defined as ‘one that 
meets all of its goals in terms of finance, so there is the allocation and efficient use of funds 
without wastage. There is an understanding amongst staff of the cost of equipment or 
resources used and also incentives within a department to save money.’ From the interview 
transcript coding, this lead to creating the following items for the pilot questionnaire: 
 Money is used in the wrong areas 
 Money is wasted 
 There is not enough money 
 There are no incentives to save money 
 People understand the cost of the equipment or tests they use 
 The financial situation is well communicated to staff 
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 All changes made are to cut costs 
 This organisation is financially viable 
 People who manage the budget lack contact with clinical areas 
 Money saving ideas are not listened to 
 
Face validity was established by the reviewing of all items by 5 of the subjects from the 
qualitative interview study (Chapter 3) who agreed that they represented all aspects of the 
themes raised from the interviews. 5 ‘experts’ from Imperial College Business School and 
Imperial College division of Surgery were consulted who reviewed the items to establish 
content validity. 5 items were added at this stage for ‘effective leadership’ in the ‘Leadership 
& Management’ section. 
 
Instrument format: the Likert Scale 
The most commonly used scaling technique in health care research was used to measure 
responses to items such as those above: the Likert Scale86. Likert Scales are summated rating 
scales to measure opinions or attitudes and consist of a set of items designed to measure a 
specific construct that is summed to obtain a single score. Items include a stem, with a 
response option. Positively and negatively phrased statements are followed by response 
options that indicate the extent to which the person agrees or disagrees with the statement. 
Statements should be strongly worded without ambiguity and the response options should be 
worded so that there are equal intervals of agreement between them87. Likert originally used a 
5-point item response option from 1=strongly disagree to 5=strongly agree but many 
variations exist. The ‘anchors’ define the scale steps and are typically degrees of agreement 
or disagreement with the item with symmetry about a midpoint of ‘neither agree nor 
disagree’. 
 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
100 
 
Printed Layout 
SurveyMonkey® (www.surveymonkey.com) was used as the online software to create and 
distribute the questionnaire in a clear and as understandable way as possible.  
 
Wording and structuring of items 
Items were stated as clearly as possible and to avoid sources of bias each item only expressed 
one idea, and the aim was for positively- and negatively-worded items to be used equally to 
reduce acquiescence bias (tending to agree with the statement as it is presented). This can 
then present confusion if there is a numerical scale, as for example a positive item would 
have 1=strongly disagree to 5=strongly agree, but a negative item would have 1=strongly 
agree to 5=strongly disagree.  
The items were as short as possible avoiding multiple negative statements and avoiding items 
covering more than one point. To reduce primacy bias (people completing the start of the 
questionnaire but then fewer and fewer making it through to the end as interest dwindles) the 
theme order of the 8 sections was randomised. The questionnaire items were set up as 
‘compulsory’, so the respondent has to answer them before it will move on to the next page 
of items but the demographic questions were optional, as respondents are more likely to be 
open with their answers to the questionnaire if they are completely unidentifiable. 
How the rating scale is described is also vital to enable appropriate analysis.  There is 
considerable discussion in the literature regarding whether the data collected can be 
considered as interval-level or categorical data. With symmetry of categories about a 
midpoint with equidistant attributes, it will behave more like an interval-level measurement 
even though it is essentially ordinal, and the respondent instructions made this clear (Figure 
4.2). 
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Number of response categories 
Several issues were considered when developing the response categories. The first was 
whether to use an odd or even number of scale steps. Even steps can be used e.g. a 6-point or 
10-point scale, particularly in marketing fields as it removes the middle option of ‘neither 
agree nor disagree’ or ‘undecided’ – this is also a ‘forced choice’ method as it makes the 
respondent give a positive or negative response. However, if someone is genuinely undecided  
or doesn’t have a feeling in either direction, they cannot express that, so for this instrument to 
reduce this source of bias, an odd number was chosen.  
Likert scales typically range from 2- to 10-point scales and for this instrument a 7-point 
response was chosen. A 5-point scale is narrower and does not give as much room for 
opinion e.g. if someone does have a positive view on the item, there are only 2 options open 
to them: ‘agree’ and ‘strongly agree’. More options allow more expression of opinion, 
however it also makes the scale more complicated and perhaps longer to decide on an answer. 
The distance between successive categories also needs to be equivalent to avoid bias i.e. the 
‘distance’ between choices 1 and 2 is the same as between 3 and 4.  
For the above reasons I chose to use a 7-point scale for each item ranging from ‘strongly 
disagree’ to ‘strongly agree’ with ‘neither agree nor disagree’ in the middle (Figure 4.1). An 
option for ‘does not apply’ was also included to allow for items that certain hospital staff may 
genuinely not know about and it would be frustrating for them and useless asking them to 
give an opinion. For analysis purposes, positive items were scored from 1 to 7 with reverse 
scoring used for the negative items. 
 
 
 
 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
102 
 
Figure 4.1. The 7-point equally spaced Likert scale (example items) 
 
 
Number of items 
There is much debate on how many items to initially include in the instrument. After the 
analysis it is clear how many items are needed for acceptable reliability (internal consistency 
reliability is a function of how strongly items correlate with each other and also how many 
items are in the scale). However at the initial stage, correlations can only be estimated so a 
‘large’ pool of initial items is needed. But how large is large? Nunnally suggested ‘in order to 
disregard items that work poorly, there should be at least one and a half to twice as many 
items as will appear in the final test’88. Allen and Yen  suggest 1.5-3 times as many items as 
the final instrument will contain89, while DeVellis argues for 3-4 times larger87. Of course it 
is unclear as to how many items the final instrument will contain, and thus difficult to work 
this out.  
 
For this work, I started with 8 themes of organisational health and envisaged 10-15 items for 
each one to give a final instrument containing approximately 100 items. There are also 
practical considerations to consider as with many more questions, people will tire, become 
frustrated and stop answering them giving a higher ‘skip rate’. The aim was for the final 
instrument to take no longer than approximately 10 minutes to complete, and at a rate of 10 
items a minute (one every 6 seconds) the final number of 100 items seemed feasible.  
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Even for the pilot questionnaire, it would not be practical to proceed with hundreds of 
questions due to the length of time needed to complete them and thus from the interview 
coding, 185 items were developed (Appendix C) divided into the 8 sections. A demographics 
section was also included to capture gender, age, length of service in the organisation, job 
role and hospital department. There was a free text box to encourage respondents to leave 
feedback regarding the structure and format of the questionnaire, and also the option for 
respondents to leave an email address to enter a draw for a free pair of cinema tickets as an 
incentive. 
 
Instructions to the subjects 
The email sent to staff inviting them to take part provided instructions on how to complete 
the questionnaire (Appendix D). Instructions were also provided to explain the scale used 
(Figure 4.2).  
 
Figure 4.2. Instructions for respondents 
‘Please read each item carefully and use the scale to record to what extent you agree with 
each statement. It is a 7-point equally spaced scale ranging from ‘strongly disagree’ to 
‘strongly agree’, with ‘neither agree nor disagree’ in the middle. If the statement really does 
not apply to your job, please tick 'does not apply' as a last resort.’ 
 
 
Data collection 
The number of subjects needed to perform a factor analysis depends on the number of items 
included, but there is little consensus in the literature as to what a sufficient sample size is. 
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Nunnally suggested that at least 10 subjects per item is needed88, but Gorsuch reported that 
‘no one has worked out what a safe ratio of the number of subjects to variable is’83. Comrey 
and Lee suggested that a sample size of 50 was ‘very poor’, 100 ‘poor’, 200 ‘fair’, 300 
‘good’, 500 ‘very good’ and 1000 or more ‘excellent’ 90. Tabachnick and Fidell suggested at 
least 300 cases are needed for a factor analysis91.  
With this in mind, and the fact that questionnaire research can have poor uptake, a sample of 
1,500 employees was used for the pilot study to aim for 300 completed questionnaires. 
 
Permission was sought from the chief executive’s office of a large acute NHS Trust. 
Research Ethics Committee (REC) review was not needed for this study as only staff (rather 
than patients) were involved on a voluntary basis and it falls under ‘service evaluation’ under 
the National Research Ethics Service (NRES) guidelines. A staff email list was created from 
a list of employee names from the payroll department and randomised into a pilot 
questionnaire group (n=1,500) and a final questionnaire group (n=5,405). The pilot 
questionnaire group were invited to complete the pilot questionnaire via an electronic link to 
a website from an email on 4th April 2012 (Appendix D). A reminder email (Appendix E) 
was sent after 2 weeks to allow for staff on annual leave or who missed the first email. 
 
STATISTICAL ANALYSIS: EXPLORATORY FACTOR ANALYSIS 
IBM® SPSS® 20.0 software was used for exploratory factor analyses. Separate EFAs were 
carried out for each of the 8 sections using principal axis factoring (PAF). I expected some 
correlations among the factors and chose oblique (Promax) rotation with Kaiser 
normalisation92. The criterion for the number of factors to be retained was determined by 
inspection of scree plots and eigenvalues greater than 1 as well as the interpretability of each 
component. Only items with factor loadings greater or equal to 0.3 were included. The 
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internal consistency reliability of the resulting 8 factor scales were checked using Cronbach’s 
alpha, with an alpha value greater than 0.70 considered as satisfactory77.  
It is important to establish that there are enough correlations amongst the items to justify 
undertaking factor analysis at all. If the correlations amongst the items are not significant 
then it won’t be possible to obtain a parsimonious set of factors that represent the numerous 
items in the scale – i.e. there could be as many factors as items.  
 
Bartlett’s test of sphericity 
Bartlett’s test of sphericity93 tests the null hypothesis that the correlation matrix is an identity 
matrix (i.e. no relationship amongst the items exists). If it is not significant and this null 
hypothesis is accepted, the data in question should not be factor analysed. Bartlett’s test of 
sphericity was significant (p=0.000) for all elements indicating none of the matrices were 
identity matrices (Table 4.2). 
 
Kaiser-Meyer-Olkin (KMO) 
The KMO is a measure of sampling adequacy that compares the magnitudes of the calculated 
correlation coefficients to the magnitudes of the partial correlation coefficients. The measure 
ranges from 0 to 1, where <0.6 is considered unacceptable and factor analysis would not be 
appropriate 94. The KMO statistics (0.715-0.866) were all greater than 0.6 suggesting that a 
factor analysis was appropriate (Table 4.2) 
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Table 4.2. KMO and Bartlett’s Test of Sphericity 
Questionnaire section 1 2 3 4 5 6 7 8 
Kaiser-Meyer-Olkin 
Measure of Sampling 
Adequacy 
0.818 0.866 0.865 0.836 0.717 0.794 0.715 0.813 
Bartlett's 
Test of 
Sphericity 
Approx. 
Chi-
Squared 
1324.837 2399.598 2637.747 3841.653 694.094 1221.917 725.359 1530.641 
df 136 190 276 990 105 210 190 253 
Significance 0.000 0.000 0.000 0.000 0.000 0.000 0.000 0.000 
 df = degrees of freedom 
 
 
 
4.4 STUDY 1: RESULTS 
(INSTRUMENT DEVELOPMENT AND EFA): 
 
DEMOGRAPHIC PROFILE OF THE RESPONDENTS 
Response rates to the email invitations to complete the questionnaire were 337 out of 1,500 
(22%). 226 of these (67%) completed the demographics question and their profile is 
presented in Table 4.3. Nearly three quarters of the respondents were female (73%) with the 
most prevalent age category being 41-50. Only 19 (8.4%) had worked at the organisation for 
less than a year, with 111 (49.2%) having worked there for 3-10 years.  
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Table 4.3. Characteristics of the pilot sample (226 of 337 completed this question)  
Variable n % 
   
Gender   
Male 61 27.0 
Female 165 73.0 
   
Age (years)   
16-20 0 0 
21-30 29 12.8 
31-40 70 31.0 
41-50 85 37.6 
51-60 35 15.5 
61-70 7 3.1 
   
Length of time working here (years)   
Less than 1 year 19 8.4 
1-2 years 32 14.2 
3-5 years 58 25.7 
6-10 years 53 23.5 
11-20 years 43 19.0 
More than 20 years 21 9.3 
 
Of the 244 who completed the question, the most represented job role was the allied 
healthcare professionals (21.7%), followed by ward sisters (12.3%) and staff nurses (12.3%). 
Doctors of all grades made up 10.2% of respondents (Table 4.4). 
The median time taken to complete the pilot questionnaire was 20:07 minutes. 
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Table 4.4. Role of pilot respondents (244 of 337 completed this question) 
Role n % 
Clinical: Healthcare Assistant (HCA) 8 3.3 
Clinical: Staff Nurse 26 10.7 
Clinical: Ward Sister / Nurse Specialist 30 12.3 
Clinical: Matron / Nurse Consultant  / Practitioner 2 0.8 
Clinical: Midwife 2 0.8 
Clinical: Allied healthcare professional e.g. Pharmacist, 
Physiotherapist, Radiographer, Dietician 
53 21.7 
Clinical: Doctor (Consultant) 12 4.9 
Clinical: Doctor (Staff Grade / Associate Specialist) 5 2.0 
Clinical: Doctor (Training Registrar / SHO / F2 / F1) 8 3.3 
Clinical: Dentist 0 0 
Non-Clinical: Administration Assistant (Band 2-4) 18 7.4 
Non-Clinical: Medical Secretary (Band 2-4) 8 3.3 
Non-Clinical: Middle Management (Band 5-7) 25 10.2 
Non-Clinical: Senior Management (Band 8 and above) 15 6.1 
Non-Clinical: Director / Very Senior Management 0 0 
Corporate: e.g. IT / Finance / Estates / Security 16 6.6 
Catering 0 0 
Cleaning 0 0 
Other (please specify) 16 6.6 
Total: 244 100 
 
Respondents from all hospital departments were represented (Table 4.5).  
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Table 4.5. Respondent hospital department (332 of 337 answered this question) 
Hospital department n % 
Emergency Department 12 3.6 
Intensive Care 10 3.0 
Dentistry 1 0.3 
Anaesthetics 12 3.6 
Obstetrics & Gynaecology 11 3.3 
Medicine: General 25 7.5 
Medicine: Care of the Elderly 5 1.5 
Medicine: Gastroenterology 6 1.8 
Medicine: Cardiology 7 2.1 
Medicine: Endocrinology 5 1.5 
Medicine: Dermatology 1 0.3 
Medicine: Neurology 5 1.5 
Medicine: Renal 12 3.6 
Medicine: Genito-Urinary 8 2.4 
Medicine: Oncology 21 6.3 
Medicine: Infectious Diseases 5 1.5 
Medicine: Haematology 5 1.5 
Medicine: Hepatology 4 1.2 
Surgery: Trauma & Orthopaedics 11 3.3 
Surgery: General 15 4.5 
Surgery: Cardiothoracic 7 2.1 
Surgery: Ear, Nose & Throat 3 0.9 
Surgery: Neurosurgery 5 1.5 
Surgery: Transplant 2 0.6 
Surgery: Vascular 8 2.4 
Surgery: Plastic 6 1.8 
Surgery: Paediatric 2 0.6 
Radiology 14 4.2 
Paediatrics 15 4.5 
Laboratory 23 6.9 
Corporate: IT, Finance, Estates, Security 28 8.4 
Other 38 11.4 
Total: 332 100 
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PILOT QUESTIONNAIRE ITEM RESULTS 
The item means, standard deviations, and number of respondents for each of the 8 sections of 
the pilot questionnaire are presented in the tables below (Tables 4.6 to 4.13). On the 7-point 
scale where 1=strongly disagree and 7=strongly agree with reverse scoring for negative 
statements, the means ranged from 2.66 (Item 7f: There is too much bureaucracy to get 
something done)  to 6.12 (Item 1d: I put the needs of the patients above everything else). 
Standard deviations ranged from 1.26 for the same item (1d) up to 2.26 for Item 3a: I am 
unaware who the chief executive (CEO) is. 
 
Missing data 
Of the 337 respondents, skipped items ranged from 66 (19.6%, Section 2: Resilience) to 84 
(24.9%, Section 6: Patient Safety). Respondents declaring ‘does not apply’ varied 
considerably depending on how general or specific the item was. It varied from 0 for example 
for item 4g: ‘I feel valued’, up to 115 (44.6%) for both the more specific items 7n: ‘There are 
frequent cancellations in the operating theatres’ and 7p: ‘Patients wait a long time for 
emergency surgery’. 
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Table 4.6. Pilot organisational health questionnaire item results. Section 1: Strategy  
 
Item 
no. 
Item Mean SD N 
Skipped 
item 
Does 
not 
apply 
1a 
I am unaware of the organisation’s mission / vision 
statement 
4.20 2.11 257 77 3 
1b 
I am frequently reminded of the mission / vision 
statement 
4.12 1.88 259 77 1 
1c 
Everything I do is linked to ensuring it achieves its 
aims 
4.79 1.76 256 77 4 
1d I put the needs of the patients above everything else 6.12 1.26 243 77 17 
1e 
I enjoy contributing to the direction of the 
organisation 
5.31 1.54 250 77 10 
1f The strategic direction of this organisation is not clear 3.89 1.77 252 77 8 
1g 
The strategic direction of this organisation is not 
realistic 
4.01 1.58 251 77 9 
1h Everyone is committed to a common goal 4.03 1.73 256 77 4 
1i Management and clinical teams work closely together 4.11 1.81 250 77 10 
1j 
Management and clinical teams have a poor working 
relationship 
4.09 1.70 251 77 9 
1k Management and clinical teams have the same aims 3.93 1.73 250 77 10 
1l 
Everyone has the shared value of delivering high 
quality care 
5.05 1.75 259 77 1 
1m Where I work, people put the patients first 5.77 1.51 247 77 13 
1n Where I work, people understand why we are here 5.50 1.58 258 77 2 
1o There is friction or confrontation within my team 4.24 1.97 258 77 2 
1p 
There is friction or confrontation with other 
departments or teams 
3.78 1.84 256 77 4 
1q 
We have different aims from the other departments or 
teams we work with 
3.99 1.80 253 77 7 
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Table 4.7. Pilot organisational health questionnaire item results. Section 2: Resilience  
 
Item 
no. 
Item Mean SD N 
Skipped 
item 
Does 
not 
apply 
2a 
If there was a sudden major medical incident e.g. multiple 
casualties or influenza pandemic, it would cope very well 
5.13 1.55 251 68 18 
2b 
If there was a sudden unforeseen incident e.g. fire, deep 
snowfall or power cut, it would cope very well 
4.91 1.54 260 68 9 
2c 
If there was a sudden change in legislation e.g. a cut in 
funding, it would cope very well 
3.35 1.54 263 68 6 
2d It lacks a long term financial plan 4.24 1.52 263 68 6 
2e It lacks a long term strategic plan 4.21 1.54 263 68 6 
2f It focusses only on short-term performance 3.96 1.69 261 68 8 
2g It will not be performing well in 5 years time 4.42 1.52 262 68 7 
2h It is not very innovative 4.61 1.67 264 68 5 
2i It rarely puts new things in place to improve quality 4.53 1.68 264 68 5 
2j It markets itself successfully 4.18 1.56 262 68 7 
2k Patient data is held securely 5.32 1.56 260 68 9 
2l It serves the needs of the local community 5.24 1.53 258 68 11 
2m 
It lacks the flexibility to rapidly create teams to cope with any 
event 
4.15 1.44 256 68 13 
2n It attracts the best quality managers 3.98 1.55 259 68 10 
2o It attracts the best quality doctors 5.08 1.42 253 68 16 
2p It attracts the best quality nurses 4.72 1.48 247 68 22 
2q It attracts the best quality clerical and secretarial staff 4.23 1.51 254 68 15 
2r It has a good reputation for patient care 5.28 1.40 264 68 5 
2s It has a good reputation for research 5.81 1.34 263 68 6 
2t It has a good reputation for administration and management 4.16 1.56 259 68 10 
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Table 4.8. Pilot organisational health questionnaire item results. Section 3: Leadership 
& Management  
 
Item 
no. 
Item Mean SD N 
Skipped 
item 
Does 
not 
apply 
3a I am unaware who the chief executive (CEO) is 5.36 2.26 261 74 2 
3b I am unaware who the senior managers are 5.10 2.20 262 74 1 
3c I regularly see the senior managers where I work 4.12 2.25 260 74 3 
3d If I do something particularly good, it will go unnoticed 3.55 1.96 263 74 0 
3e Leadership in this organisation is mainly by doctors 3.74 1.81 258 74 5 
3f I respect my manager* 5.58 1.76 261 74 2 
3g I feel motivated by my manager* 4.71 2.05 261 74 2 
3h I feel well supported by my manager* 4.87 2.07 261 74 2 
3i My manager* is approachable 5.43 1.87 260 74 3 
3j My manager* praises good work 4.93 1.93 261 74 2 
3k My manager* does not tolerate underperformance 4.96 1.77 260 74 3 
3l My manager* sets clearly defined objectives 4.74 1.89 261 74 2 
3m My manager* does not listen to ideas I may have 5.01 1.76 259 74 4 
3n My manager* is a poor role model 5.21 1.90 259 74 4 
3o The senior managers lack experience 4.51 1.86 258 74 5 
3p The senior managers are approachable 4.44 1.81 258 74 5 
3q I trust the senior managers to make the right decisions 4.03 1.84 258 74 5 
3r 
The senior managers have had little experience of patient 
care 
4.38 1.74 250 74 13 
3s 
The senior managers focus on clear aims rather than lots of 
ideas 
4.24 1.40 257 74 6 
3t The senior managers drive staff motivation 3.69 1.69 258 74 5 
3u The senior managers are unsupportive to the needs of staff 3.95 1.76 259 74 4 
3v Senior doctors are involved in making the key decisions 4.71 1.63 244 74 19 
3w 
Staff are rarely given the opportunity to be involved in 
making the key decisions 
3.65 1.72 262 74 1 
3x 
Non-clinical staff have close links with clinical areas to 
understand the importance of their work 
4.05 1.67 251 74 12 
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Table 4.9. Pilot organisational health questionnaire item results. Section 4: Staff 
Wellbeing  
 
Item 
no. 
Item Mean SD N 
Skipped 
item 
Does 
not 
apply 
4a I find my work interesting 5.98 1.36 264 73 0 
4b I am unhappy with my work 4.95 1.86 264 73 0 
4c I find my work challenging 5.52 1.57 264 73 0 
4d I am looking to leave this organisation 4.37 2.13 261 73 3 
4e I am proud to work here 5.44 1.52 264 73 0 
4f I feel overly stressed 3.64 1.80 264 73 0 
4g I feel valued 4.00 1.91 264 73 0 
4h I have clear objectives and targets at work 5.12 1.69 264 73 0 
4i I am bored at work 5.38 1.70 260 73 4 
4j My daily workload is not achievable 3.98 2.02 262 73 2 
4k 
I lack sufficient appraisal or feedback meetings to review my 
performance 
4.42 1.98 261 73 3 
4l People here want to get involved 4.70 1.61 262 73 2 
4m People here are forced into roles they are not comfortable with 4.19 1.78 258 73 6 
4n People here are compensated adequately for the job they do 3.34 1.63 261 73 3 
4o 
People here have a probation / trial period when they are 
recruited 
3.54 2.02 246 73 18 
4p There is too great a reliance on bank staff 4.08 1.93 225 73 39 
4q There is too great a reliance on agency / locum staff 4.22 1.93 241 73 23 
4r 
People here are monitored to ensure they perform their job 
properly 
4.26 1.81 262 73 2 
4s People here take ownership of the work they are doing 4.63 1.76 259 73 5 
4t People here lack a ‘can-do’ attitude 4.31 1.80 262 73 2 
4u High calibre people can’t excel here 4.39 1.89 260 73 4 
4v This organisation actively recruits capable people 4.72 1.67 262 73 2 
4w People work hard here 5.85 1.36 259 73 5 
4x People are unable to fulfil their potential here 3.86 1.87 262 73 2 
4y People here know exactly what’s expected of them 4.72 1.76 264 73 0 
4z People here are not held accountable for their actions 4.75 1.82 261 73 3 
4aa People can have flexibility of their working hours 4.34 1.88 259 73 5 
4ab Skills or expertise are acknowledged and respected 4.59 1.79 263 73 1 
4ac The health of people working here is taken seriously 4.29 1.91 263 73 1 
4ad Staff morale is low where I work 3.67 1.95 260 73 4 
4ae People respect each other 5.11 1.61 263 73 1 
4af People lack motivation 3.98 1.82 263 73 1 
4ag People are appointed because they really want to do that job 4.64 1.66 260 73 4 
4ah The right staff are in the right place 4.08 1.66 260 73 4 
4ai People act in a professional manner 5.06 1.66 263 73 1 
4aj People frequently say ‘that’s not my job’ 3.84 1.89 262 73 2 
4ak There is poor staff retention 4.02 1.72 258 73 6 
4al 
The right people are appointed rather than someone to fill a 
post 
4.35 1.62 257 73 7 
4am There is a good induction when people start working here 4.73 1.79 261 73 3 
4an 
It is difficult to get time off to attend training / education 
courses 
3.80 1.97 261 73 3 
4ao Training and education is a low priority 4.41 1.92 261 73 3 
4ap Patients have faith in this organisation 4.86 1.53 243 73 21 
4aq 
If a close family member / friend needed medical care I would 
bring them here 
5.22 1.68 257 73 7 
4ar People here lack  the right attitude to work with patients 5.05 1.56 245 73 19 
4as Patients here are treated with dignity 5.51 1.42 239 73 25 
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Table 4.10. Pilot organisational health questionnaire item results. Section 5: Finance & 
Investment  
 
Item 
no. 
Item Mean SD N 
Skipped 
item 
Does 
not 
apply 
5a I have enough stock or supplies to do my job properly 4.68 1.94 260 70 7 
5b Money is used in the wrong areas 3.42 1.73 260 70 7 
5c Money is wasted 3.16 1.68 260 70 7 
5d There is not enough money 2.76 1.62 257 70 10 
5e There are no incentives to save money 4.03 1.87 261 70 6 
5f 
People understand the cost of the equipment or tests they 
use 
3.75 1.89 259 70 8 
5g The financial situation is well communicated to staff 4.71 1.81 264 70 3 
5h All changes made are to cut costs 3.09 1.82 264 70 3 
5i There is money available for innovation or new ideas 4.00 1.63 256 70 11 
5j This organisation is financially viable 3.82 1.39 260 70 7 
5k 
There is enough money invested in patient care and 
clinical equipment 
3.86 1.66 253 70 14 
5l 
There is enough money invested in computer systems and 
technology 
3.74 1.81 262 70 5 
5m 
There is enough money invested in buildings and 
renovations 
3.62 1.68 261 70 6 
5n 
People who manage the budget lack contact with clinical 
areas 
3.19 1.78 245 70 22 
5o Money saving ideas are not listened to 3.96 1.51 258 70 9 
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Table 4.11. Pilot organisational health questionnaire item results. Section 6: Patient 
Safety  
 
Item 
no. 
Item Mean SD N 
Skipped 
item 
Does 
not 
apply 
6a Mistakes / critical incidents often occur here 4.44 1.67 232 84 21 
6b Mistakes / critical incidents are reported here 5.33 1.59 232 84 21 
6c Mistakes / critical incidents are learned from here 5.10 1.60 232 84 21 
6d It is encouraged to report mistakes / critical incidents 5.75 1.51 239 84 14 
6e 
We lack regular meetings to discuss the mistakes / critical 
incidents reported 
4.00 1.91 235 84 18 
6f 
Changes are made as a result of mistakes / critical 
incidents happening 
5.15 1.52 236 84 17 
6g There is a ‘no blame’ culture here 4.27 1.78 244 84 9 
6h Patient safety is prioritised by management 5.14 1.61 237 84 16 
6i Hospital acquired infection is a problem here 4.09 1.70 225 84 28 
6j Patient complaint information is regularly fed back to staff 4.59 1.79 227 84 26 
6k 
Thank-you or praise from patients is regularly fed back to 
staff 
4.62 1.80 230 84 23 
6l Infection control is not taken seriously here 5.50 1.86 240 84 13 
6m 
If I saw something I wasn’t comfortable with, I would say 
something there and then 
5.44 1.57 248 84 5 
6n There is a weak safety culture here 5.15 1.54 247 84 6 
6o People take lots of sick leave where I work 4.31 2.01 248 84 5 
6p 
There are sufficient doctors to look after patients during 
weekdays 
4.72 1.62 192 84 61 
6q 
There are sufficient doctors to look after patients out of 
hours (nights & weekends) 
3.94 1.68 170 84 83 
6r 
There are sufficient nurses to look after patients during 
weekdays 
4.02 1.67 195 84 58 
6s 
There are sufficient nurses to look after patients out of 
hours (nights & weekends) 
3.54 1.55 171 84 82 
6t There is a lack of well trained staff 4.28 1.70 238 84 15 
6u Absenteeism is a problem in this organisation 4.05 1.80 243 84 10 
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Table 4.12. Pilot organisational health questionnaire item results. Section 7: Efficiency  
 
Item 
no. 
Item Mean SD N 
Skipped 
item 
Does 
not 
apply 
7a There are efficient patient pathways 4.53 1.57 227 79 31 
7b The managers are always changing 3.78 1.87 249 79 9 
7c This organisation is efficient 4.11 1.77 255 79 3 
7d There are too many junior / middle managers 3.46 1.72 247 79 11 
7e There are too many senior managers 3.27 1.72 249 79 9 
7f There is too much bureaucracy to get something done 2.66 1.70 251 79 7 
7g There are delays in discharging patients 3.35 1.72 181 79 77 
7h There is efficient patient discharge planning 4.31 1.67 184 79 74 
7i 
It is haphazard and things work out by chance rather than 
by proper planning 
4.15 1.68 237 79 21 
7j There are often last minute changes to staffing 3.56 1.74 244 79 14 
7k 
The processes in place are archaic and based on historical 
changes 
3.99 1.56 235 79 23 
7l 
Innovations to help patients e.g. text messaging are 
embraced 
4.25 1.66 218 79 40 
7m 
There are frequent Did Not Attends (DNAs)  in the 
outpatients clinic 
3.34 1.63 173 79 85 
7n There are frequent cancellations in the operating theatres 3.57 1.34 143 79 115 
7o Patient’s notes are often unavailable 3.52 1.74 195 79 63 
7p Patients wait a long time for emergency surgery 3.93 1.34 143 79 115 
7q 
There is accurate data collected to assess the quality of 
patient care 
4.21 1.62 214 79 44 
7r Quality of patient care data collected is fed back to staff 4.28 1.74 219 79 39 
7s Decisions are made based on patient care data collected 4.44 1.43 214 79 44 
7t There is unnecessary duplication of work 3.16 1.71 238 79 20 
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Table 4.13. Pilot organisational health questionnaire item results. Section 8: 
Communication  
 
Item 
no. 
Item Mean SD N 
Skipped 
item 
Does 
not 
apply 
8a 
Patient complaint information is regularly fed back to 
staff 
4.64 1.83 244 66 27 
8b 
Thank-you or praise from patients is regularly fed back 
to staff 
4.71 1.90 244 66 27 
8c 
I have sufficient access to communication sources  e.g. a 
computer for email 
5.91 1.61 266 66 5 
8d Decisions are made behind closed doors 2.74 1.56 265 66 6 
8e There are inconsistent messages from senior levels 3.39 1.78 268 66 3 
8f 
There are sufficient  forums or meetings to discuss 
problems 
4.28 1.73 265 66 6 
8g 
Communication from the senior management team is 
honest 
4.15 1.68 265 66 6 
8h 
Information flows from the Board to all levels of the 
organisation 
3.93 1.72 268 66 3 
8i Information flows from frontline staff up to Board level 3.33 1.61 264 66 7 
8j There is an over-reliance on email 3.17 1.72 266 66 5 
8k Senior staff communicate with their teams in person 4.14 1.93 266 66 5 
8l My views are listened to when decisions are made 3.85 1.80 263 66 8 
8m It is difficult to meet with senior staff 4.16 1.75 263 66 8 
8n 
There is transparency so it is easy to see what is being 
planned by the organisation 
3.24 1.63 262 66 9 
8o 
Communication between medical staff and patients is 
poor 
4.74 1.67 227 66 44 
8p Communication between nurses and doctors is poor 4.55 1.66 220 66 51 
8q 
Communication between medical staff and management 
staff is poor 
3.88 1.56 231 66 40 
8r 
Patients with communication challenges e.g. deafness or 
non-English speaking are well catered for 
4.83 1.65 229 66 42 
8s Communication training is provided 4.33 1.68 254 66 17 
8t People here are polite to patients 5.40 1.53 249 66 22 
8u People here ignore patients 5.37 1.62 248 66 23 
8v People here talk in their own languages excluding others 4.21 1.95 255 66 16 
8w Information is out of date by the time I get it 4.61 1.59 262 66 9 
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EXPLORATORY FACTOR ANALYSIS 
Inter-item correlation matrices are included in the appendix (Appendix F, Tables F1-F8) for 
each of the 8 sections of the pilot questionnaire. The factor analysis pattern matrices are 
presented in the next 8 tables (Table 4.15 to 4.22). They demonstrate how many factors 
emerged and the factor loadings. Loadings of less than 0.3 are ignored. The items selected to 
be used in the final questionnaire based on this analysis are highlighted in grey. 
 
RELIABILITY: 
Cronbach’s alpha for each of the eight sections had a mean of 0.819, (range 0.718 – 0.859) 
confirming a good level of internal consistency (Table 4.14). Also supporting this is that, in 
error, the items ‘patient complaint information is regularly fed back to staff’ (6j & 8a) and 
‘thank-you or praise from patients is regularly fed back to staff’ (6k & 8b) were duplicated 
and included in both section 6 and also section 8. The item results were very similar with 6j 
having a mean 4.59 and standard deviation 1.79 with 26 ‘does not apply’, and the same item 
8a having a mean score 4.64 with standard deviation 1.83 and 27 ‘does not apply’. Similarly, 
6k (mean 4.62, SD 1.80, 23 ‘does not apply’) proved very similar to 8b (mean 4.71, SD 1.90, 
27 ‘does not apply’.  
 
Table 4.14. Pilot questionnaire internal consistency reliability  
Questionnaire 
section 
1 2 3 4 5 6 7 8 
Cronbach’s 
alpha 
0.811 0.848 0.847 0.814 0.718 0.859 0.807 0.845 
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Table 4.15. Factor Pattern Matrix (principal axis factoring with Promax rotation) for 
the pilot organisational health questionnaire. Section 1: Strategy  
 
Strategy items 
Factor 
1 2 3 4 
Factor 1: Alignment     
Management and clinical teams work closely together .977    
Management and clinical teams have a poor working relationship .781    
Management and clinical teams have the same aims .646    
Everyone has the shared value of delivering high quality care .423    
Everyone is committed to a common goal .348    
Factor 2: Patients First     
Where I work, people put the patients first  .868   
Where I work, people understand why we are here  .632   
I put the needs of the patients above everything else  .575   
I enjoy contributing to the direction of the organisation     
Factor 3: Direction     
The strategic direction of this organisation is not clear   .875  
The strategic direction of this organisation is not realistic   .644  
Everything I do is linked to ensuring it achieves its aims  .326 .490  
I am frequently reminded of the mission / vision statement   .462  
I am unaware of the organisation’s mission / vision statement     
Factor 4: Teamwork     
There is friction or confrontation within my team    .731 
There is friction or confrontation with other departments or teams    .636 
We have different aims from the other departments or teams we work with    .627 
Items selected to be used in the final questionnaire highlighted in grey 
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Table 4.16. Factor Pattern Matrix (principal axis factoring with Promax rotation) for 
the pilot organisational health questionnaire: Section 2, Resilience  
 
Resilience items 
Factor 
1 2 3 
Factor 1: Staff attraction    
It attracts the best quality nurses .877 
  
It attracts the best quality doctors .869 
  
It attracts the best quality clerical and secretarial staff .805 
  
It has a good reputation for administration and management .629 
  
It has a good reputation for patient care .611 
  
It attracts the best quality managers .596 
  
It has a good reputation for research .513 
  
It serves the needs of the local community .476 
  
It markets itself successfully .370 
  
Factor 2: Future survival    
It lacks a long term strategic plan 
 
.883 
 
It lacks a long term financial plan 
 
.820 
 
It is not very innovative 
 
.746 
 
It rarely puts new things in place to improve quality 
 
.674 
 
It will not be performing well in 5 years time 
 
.674 
 
It focusses only on short-term performance 
 
.640 
 
It lacks the flexibility to rapidly create teams to cope with any event 
 
.389 
 
Factor 3: Adversity Coping    
If there was a sudden unforeseen incident e.g. fire, deep snowfall or 
power cut, it would cope very well   
.904 
If there was a sudden major medical incident e.g. multiple casualties 
or influenza pandemic, it would cope very well   
.839 
If there was a sudden change in legislation e.g. a cut in funding, it 
would cope very well   
.359 
Patient data is held securely 
  
.349 
Items selected to be used in the final questionnaire highlighted in grey 
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Table 4.17. Factor Pattern Matrix (principal axis factoring with Promax rotation) for 
the pilot organisational health questionnaire: Section 3, Leadership & Management  
 
Leadership & Management Items 
Factor 
1 2 
Factor 1: Effective management   
I feel well supported by my manager* .939  
I feel motivated by my manager* .921  
My manager* praises good work .894  
My manager* sets clearly defined objectives .816  
I respect my manager* .754  
My manager* is approachable .748  
My manager* is a poor role model .703  
My manager* does not tolerate underperformance .639  
My manager* does not listen to ideas I may have .541  
If I do something particularly good, it will go unnoticed   
Leadership in this organisation is mainly by doctors   
Factor 2: Effective senior management   
I trust the senior managers to make the right decisions  .853 
The senior managers are approachable  .722 
The senior managers drive staff motivation  .718 
The senior managers have had little experience of patient care  .506 
I regularly see the senior managers where I work  .480 
The senior managers lack experience  .469 
Staff are rarely given the opportunity to be involved in making the key decisions  .427 
The senior managers are unsupportive to the needs of staff  .422 
The senior managers focus on clear aims rather than lots of ideas  .329 
Senior doctors are involved in making the key decisions   
I am unaware who the senior managers are   
Non-clinical staff have close links with clinical areas to understand the 
importance of their work 
  
I am unaware who the chief executive (CEO) is   
Items selected to be used in the final questionnaire highlighted in grey 
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Table 4.18. Factor Pattern Matrix (principal axis factoring with Promax rotation) for 
the pilot organisational health questionnaire: Section 4, Staff Wellbeing  
 
Staff Wellbeing items 
Factor 
1 2 3 4 5 6 
Factor 1: Staff appointment       
People act in a professional manner .839      
The right staff are in the right place .797      
The right people are appointed rather than someone to fill a post .788      
People are appointed because they really want to do that job .786      
This organisation actively recruits capable people .769      
People here are monitored to ensure they perform their job properly .640      
People here take ownership of the work they are doing .556      
People respect each other .547      
People here know exactly what’s expected of them .523      
Skills or expertise are acknowledged and respected .451 .379     
People here want to get involved .397      
The health of people working here is taken seriously .392 .334    -.355 
People work hard here .392      
There is a good induction when people start working here .367      
I feel valued .355      
People here have a probation / trial period when they are recruited .302      
Factor 2: Training & workload       
It is difficult to get time off to attend training / education courses  .799     
My daily workload is not achievable  .673     
Training and education is a low priority  .664     
I feel overly stressed  .603     
People here are forced into roles they are not comfortable with  .590     
Staff morale is low where I work  .585     
People lack motivation  .456     
There is poor staff retention  .399     
People are unable to fulfil their potential here  .326     
I find my work interesting  -.317 .844    
Factor 3: Staff satisfaction       
I find my work challenging   .719    
I am bored at work   .626    
I am unhappy with my work   .445    
I have clear objectives and targets at work .335  .429    
I am looking to leave this organisation  .373 .400    
I lack sufficient appraisal or feedback meetings to review my performance   .393    
I am proud to work here   .320 .303   
Factor 4: Patient interaction       
Patients here are treated with dignity    .732   
Patients have faith in this organisation    .611   
People here lack  the right attitude to work with patients    .498   
If a close family member / friend needed medical care I would bring them here    .450   
People here are not held accountable for their actions       
Factor 5: Temporary Staff       
There is too great a reliance on agency / locum staff     .901  
There is too great a reliance on bank staff     .805  
People here lack a ‘can-do’ attitude .348     .573 
People can have flexibility of their working hours .304     -.382 
People frequently say ‘that’s not my job’ .339     .345 
High calibre people can’t excel here       
Items selected to be used in the final questionnaire highlighted in grey 
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Table 4.19. Factor Pattern Matrix (principal axis factoring with Promax rotation) for 
the pilot organisational health questionnaire: Section 5, Finance & Investment  
 
Finance & Investment items 
Factor 
1 2 3 4 5 
Factor 1: Efficient use of funds      
Money is wasted .964     
Money is used in the wrong areas .808     
People who manage the budget lack contact with clinical areas .328     
People here are compensated adequately for the job they do .314     
I have enough stock or supplies to do my job properly      
Factor 2: Investment      
There is enough money invested in computer systems and technology  .735    
There is enough money invested in patient care and clinical equipment  .670    
There is enough money invested in buildings and renovations  .637    
There is money available for innovation or new ideas  .451    
This organisation is financially viable  .350    
Factor 3: Prudent use of funds      
People understand the cost of the equipment or tests they use   -.473   
All changes made are to cut costs   .461   
Money saving ideas are not listened to   .435   
There are no incentives to save money      
The financial situation is well communicated to staff    .743  
There is not enough money     .717 
Items selected to be used in the final questionnaire highlighted in grey 
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Table 4.20. Factor Pattern Matrix (principal axis factoring with Promax rotation) for 
the pilot organisational health questionnaire: Section 6, Patient Safety  
 
Patient Safety items 
Factor 
1 2 3 4 5 
Factor 1: Error reporting & feedback      
Mistakes / critical incidents are reported here .966     
Mistakes / critical incidents are learned from here .870     
It is encouraged to report mistakes / critical incidents .612     
Changes are made as a result of mistakes / critical incidents happening .550   .411  
Mistakes / critical incidents often occur here .513     
If I saw something I wasn’t comfortable with, I would say something 
there and then 
     
Factor 2: Staffing levels      
There are sufficient nurses to look after patients out of hours (nights & 
weekends) 
 .986    
There are sufficient doctors to look after patients out of hours (nights & 
weekends) 
 .882    
There are sufficient nurses to look after patients during weekdays  .722    
There are sufficient doctors to look after patients during weekdays  .703   .305 
Hospital acquired infection is a problem here      
Factor 3: Presenteeism      
Absenteeism is a problem in this organisation   .991   
People take lots of sick leave where I work   .523   
Factor 4: Safety culture      
There is a weak safety culture here    .608  
We lack regular meetings to discuss the mistakes / critical incidents 
reported 
   .492  
Patient safety is prioritised by management    .449  
There is a ‘no blame’ culture here .303   .354  
There is a lack of well trained staff      
Infection control is not taken seriously here     .444 
Items selected to be used in the final questionnaire highlighted in grey 
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Table 4.21. Factor Pattern Matrix (principal axis factoring with Promax rotation) for 
the pilot organisational health questionnaire: Section 7, Efficiency  
 
Efficiency items 
Factor 
1 2 3 4 
Factor 1: Patient delays     
There are frequent cancellations in the operating theatres .928    
Patients wait a long time for emergency surgery .849    
There are delays in discharging patients .548    
Patient’s notes are often unavailable .502    
There are frequent Did Not Attends (DNAs)  in the outpatients clinic .452    
There is efficient patient discharge planning .451    
Factor 2: Data collection     
Decisions are made based on patient care data collected  .939   
Quality of patient care data collected is fed back to staff  .806   
There is accurate data collected to assess the quality of patient care  .748   
Innovations to help patients e.g. text messaging are embraced  .463   
There are efficient patient pathways  .402   
Factor 3: Bureaucracy     
There are too many senior managers   .817  
There are too many junior / middle managers   .729  
There is too much bureaucracy to get something done   .596  
The managers are always changing   .453  
There is unnecessary duplication of work     
Factor 4: Planning & Processes     
It is haphazard and things work out by chance rather than by proper planning    .720 
There are often last minute changes to staffing    .703 
This organisation is efficient    .539 
The processes in place are archaic and based on historical changes    .519 
Items selected to be used in the final questionnaire highlighted in grey 
 
 
 
 
 
 
 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
127 
 
Table 4.22. Factor Pattern Matrix (principal axis factoring with Promax rotation) for 
the pilot organisational health questionnaire: Section 8, Communication  
 
Communication items 
Factor 
1 2 3 4 5 
Factor 1: Information flow      
Information flows from frontline staff up to Board level .768     
Information flows from the Board to all levels of the organisation .716     
There is transparency so it is easy to see what is being planned by the 
organisation 
.695     
Senior staff communicate with their teams in person .571     
My views are listened to when decisions are made .549     
Communication from the senior management team is honest .535     
There are sufficient  forums or meetings to discuss problems .368     
Communication training is provided .320     
It is difficult to meet with senior staff .319     
I have sufficient access to communication sources  e.g. a computer for 
email 
.302     
Factor 2: Staff communication      
Communication between nurses and doctors is poor  1.008    
Communication between medical staff and patients is poor  .761    
Communication between medical staff and management staff is poor  .633    
Patients with communication challenges e.g. deafness or non-English 
speaking are well catered for 
 .415    
Factor 3: Patient communication      
People here are polite to patients   .898   
People here ignore patients   .814   
People here talk in their own languages excluding others   .442  .313 
Factor 4: Information feedback      
Patient complaint information is regularly fed back to staff    .842  
Thank-you or praise from patients is regularly fed back to staff    .804  
Factor 5: Openness      
There are inconsistent messages from senior levels     .687 
Decisions are made behind closed doors     .421 
Information is out of date by the time I get it     .373 
There is an over-reliance on email      
Items selected to be used in the final questionnaire highlighted in grey 
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4.5 STUDY 1 DISCUSSION: 
(INSTRUMENT DEVELOPMENT AND EFA): 
 
This study showed how a 185-item pilot organisational health questionnaire was developed 
based on the coding from an interview study undertaken previously (Chapter 2). Close 
attention was paid on ensuring that the measurement scale, layout, structuring, response 
categories, item number and instructions to the respondents were optimised to improve 
uptake and reduce bias. Using the data from 337 respondents in an acute NHS Trust using the 
pilot questionnaire, EFA was used to develop a reliable and valid final 112-item 
questionnaire for measuring organisational health. 
 
337 respondents volunteered to complete the pilot questionnaire, with a skip rate of between 
19.6% and 24.9%. A skip rate of this level was expected, as the pilot questionnaire is long 
with 185-items and would require considerable motivation to complete, demonstrated by the 
median completion time of just over 20 minutes. An uptake of 22% (337 out of 1,500) is 
typically low for this type of research. An incentive (a random draw for cinema tickets) was 
used to try to improve it and also reduce the skip rate, and the study was designed to reduce 
primacy bias by randomising the order of the 8 sections of the questionnaire, and thus equal 
parts of all the questionnaire is skipped to optimise useful data collection. Online 
questionnaires linked to emails are fairly common and it may be that future uptake would be 
higher once it can be demonstrated to be a useful questionnaire. Also involvement and 
encouragement from managers and seniors may improve uptake in the future. Some of the 
1,500 staff emailed may have left the Trust or been away for the full length of the study time, 
and thus not seen the message, giving a deflated uptake rate. It is possible that the results are 
skewed by respondents who are particularly upset or unhappy and wish to give a negative 
response. There could however be as many who are particularly motivated or happy, keen to 
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give a positive response. The questionnaire is a single snap-shot in time, and clearly will be 
affected by whatever events have happened to the respondent that day or week, but this effect 
is the same for all respondents. 
 
The mean score of each item varied considerably with a range from 2.66 to 6.12 on a 7-point 
equally spaced scale. 73% of the respondents were female and this is expected due to the 
ratio of female to male staff in healthcare organisations. From the 1,500 person payroll list, 
1,243 were listed as Mr, Miss, Mrs or Ms (rather than Dr or Prof), and 922 (74.1%) of these 
were female. 91.6% of respondents had worked at the Trust for a year or longer, and thus 
should have good experience of the organisation and be able to answer the items properly. A 
good range of job roles and hospital departments were represented in the random pilot 
sample. There were no respondents from dentists as the Trust involved does not have a dental 
service, and there were no respondents from catering and cleaning, reflected in the fact that 
they are contracted out to a company and thus not listed in the Trust payroll and email list 
used for the questionnaire distribution.  
 
‘Does not apply’ rates varied considerably per item, apparently dependent on how general or 
specific the item is. For an item such as ‘I find my work interesting’, it is general and any 
employee should be able to answer it. More specific questions such as ‘Patients wait a long 
time for emergency surgery’ are clearly only going to be answered by staff who work in the 
department of Surgery or its related departments.  
Bartlett’s test of sphericity and the Kaiser-Meyer-Olkin test confirmed sampling adequacy 
and that factor analysis was appropriate. EFA provided a statistically sound way of grouping 
useful items and reducing them from 185 to 112 for the final questionnaire, providing 
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construct validity. Internal consistency reliability was confirmed with Cronbach’s alpha 
greater than 0.7 for all sections of the questionnaire. 
This leads on to Study 2, the confirmatory factor analysis, using the final questionnaire in the 
same Trust to check data fit to the factor structure identified during the EFA in this study. 
 
 
 
 
4.6 STUDY 2 METHODS: 
(CONFIRMATORY FACTOR ANALYSIS) 
 
PARTICIPANTS 
The final organisational health questionnaire (Appendix G) was created as a consequence of 
the exploratory factor analysis performed in Study 1 on the pilot questionnaire item data and 
removing superfluous items. It contained 112 items in total from the 8 sections. Again, items 
had a 7-point equally-spaced scale that ranged from ‘strongly disagree’ to ‘strongly agree 
with a central ‘neither agree nor disagree’ option  and also a ‘does not apply’ option. 
Negative items were reverse-coded so that a higher score represents a better experience for all 
items. From the expert feedback received to establish content validity, 5 items were added to 
the Leadership & Management section to propose a 3 factor model, ‘effective management’, 
‘effective senior management’ and ‘effective leadership’. An updated demographic section 
was included to capture gender, age, length of service, job role, hospital department and also 
hospital site. This was updated from the pilot questionnaire based on feedback in the free text 
box, to include the extra career role ‘clinical / biomedical scientist’ and also a greater choice 
of hospital departments to reduce use of the option ‘other’. Respondents were also allowed to 
choose more than one department e.g. ‘physiotherapy’ and ‘paediatrics’. 
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SurveyMonkey® (www.surveymonkey.com) was used as the online software to create and 
distribute the questionnaire. Themes 1&2, 3&4, 5&6 and 7&8 were grouped into 4 pages of 
compulsory items that came up in a random order, so that as many people answered as many 
of the items as possible and primacy bias is reduced. Demographic questions were optional. 
The option for respondents to leave an email address to enter a draw for a free pair of cinema 
tickets was included as an incentive. 
The final questionnaire group (n=5,405) created from the same Trust payroll department 
employee list were invited to complete the questionnaire via an electronic link to a website 
from an email on 3 July 2012 (Appendix H). A reminder email (Appendix I) was sent after 2 
weeks to allow for staff on annual leave or who missed the first email.  
 
STATISTICAL ANALYSES 
Confirmatory factor analysis with maximum-likelihoods estimation method was conducted 
using IBM® SPSS® Analysis of Moment Structures (AMOS) version 18.0 software. This 
CFA was to test whether the factor models found in study 1 explained the structure of the 
empirical data collected in this larger second participant sample. Any missing data was 
replaced in SPSS using mean values. 
Good model fit can be demonstrated by fit statistics including: the goodness of fit index 
(GFI), the comparative fit index (CFI), and the normed-fit index (NFI) 95.  When examining 
these values, values between 0.95 and 1.00 indicate good fit, 0.90-0.95 reasonable fit and less 
<0.90 poor fit. Hoelter’s .05 and Hoelter’s .01 indices focus on adequacy of sample size 
rather than model fit and a value in excess of 200 is indicative of a model that adequately 
represents the sample data 96.  
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4.7 STUDY 2 RESULTS:  
(CONFIRMATORY FACTOR ANALYSIS) 
 
DEMOGRAPHIC PROFILE OF THE RESPONDENTS 
Response rates to the email invitations to complete the questionnaire were 1,017 respondents 
out of 5,405 (18.8%). 807 of these (79.4%) completed the voluntary demographics question 
and their profile is presented in Table 4.23. More than three quarters of the respondents were 
female (80.1%) with the most prevalent age category being 31-40. Only 62 (7.7%) had 
worked at the organisation for less than a year, with 396 (49.0%) having worked there for 3-
10 years.  
 
Table 4.23. Characteristics of the sample (807 out of the 1,017 completed this question)  
Variable n % 
Gender   
Male 202 19.9 
Female 605 80.1 
Age (years)   
16-20 0 0.0 
21-30 140 17.3 
31-40 285 35.3 
41-50 243 30.1 
51-60 119 14.7 
61-70 20 2.5 
Length of time working here (years)   
Less than 1 year 62 7.7 
1-2 years 106 13.1 
3-5 years 194 24.0 
6-10 years 202 25.0 
11-20 years 187 23.2 
More than 20 years 56 6.9 
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Respondents were fairly evenly split between the 3 main hospital sites within the Trust, A, B 
and C, with 49 respondents (6.0%) based at the 2 much smaller sites (Table 4.24). 132 
(15.7%) of respondents were allied healthcare professionals, but as a group nurses made up 
the largest role with 250 (29.8%). 58 (6.9%) of respondents were doctors of all grades (Table 
4.25). All hospital departments were represented (Table 4.26), with 100 corporate (9.8% of 
respondents), 61 (6.0%) general medicine and the same for obstetrics and gynaecology being 
the most represented (excluding ‘other’). 
 
The median time to complete the questionnaire was 14:03 minutes. 
 
Table 4.24. Hospital site of respondents (807 of 1,017 completed this question) 
Hospital Site n % 
Site A 253 31.4 
Site B 195 24.2 
Site C 310 38.4 
Site D 43 5.3 
Site E 6 0.7 
Total: 807 100 
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Table 4.25. Role of respondents (839 of 1,017 completed this question) 
Role n % 
Clinical: Healthcare Assistant (HCA) 53 6.3 
Clinical: Staff Nurse 123 14.7 
Clinical: Ward Sister / Nurse Specialist 103 12.3 
Clinical: Matron / Nurse Consultant  / Practitioner 24 2.9 
Clinical: Midwife 19 2.3 
Clinical: Allied healthcare professional e.g. Pharmacist, 
Physiotherapist, Radiographer, Dietician 
132 15.7 
Clinical: Doctor (Consultant) 29 3.5 
Clinical: Doctor (Staff Grade / Associate Specialist) 7 0.8 
Clinical: Doctor (Training Registrar / SHO / F2 / F1) 22 2.6 
Clinical: Dentist 0 0.0 
Clinical / Biomedical Scientist 42 5.0 
Non-Clinical: Administration Assistant (Band 2-4) 73 8.7 
Non-Clinical: Medical Secretary (Band 2-4) 17 2.0 
Non-Clinical: Middle Management (Band 5-7) 75 8.9 
Non-Clinical: Senior Management (Band 8 and above) 38 4.5 
Non-Clinical: Director / Very Senior Management 3 0.4 
Corporate: e.g. IT / Finance / Estates / Security 46 5.5 
Catering 1 0.1 
Cleaning 0 0.0 
Other (please specify) 32 3.8 
Total: 839 100 
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Table 4.26. Respondent hospital department (793 of 1,017 completed this question) 
Hospital department n % 
Anaesthetics 23 2.2 
Day Surgery 7 0.7 
Dentistry 1 0.1 
Emergency Department 25 2.4 
Infection Control 8 0.8 
Intensive Care 31 3.0 
Obstetrics & Gynaecology 61 6.0 
Medicine: General 61 6.0 
Medicine: Care of the Elderly 19 1.9 
Medicine: Gastroenterology 17 1.7 
Medicine: Cardiology 29 2.8 
Medicine: Endocrinology 9 0.9 
Medicine: Dermatology 3 0.3 
Medicine: Neurology 17 1.7 
Medicine: Renal 27 2.6 
Medicine: Genito-Urinary 15 1.5 
Medicine: Oncology 28 2.7 
Medicine: Infectious Diseases 14 1.4 
Medicine: Haematology 23 2.2 
Medicine: Hepatology 8 0.8 
Surgery: Trauma & Orthopaedics 25 2.4 
Surgery: General 43 4.2 
Surgery: Cardiothoracic 14 1.4 
Surgery: Ear, Nose & Throat 10 1.0 
Surgery: Neurosurgery 12 1.2 
Surgery: Transplant 3 0.3 
Surgery: Vascular 16 1.6 
Surgery: Plastic 5 0.5 
Surgery: Paediatric 1 0.1 
Ophthalmology 8 0.8 
Paediatrics 35 3.4 
Physiotherapy 28 2.7 
Radiology 25 2.4 
Radiotherapy 16 1.6 
Neonatology 17 1.7 
Operating theatres 18 1.8 
Outpatients 52 5.1 
Pathology 31 3.0 
Pharmacy 36 3.5 
Laboratory 23 2.2 
Corporate: IT, HR, Finance, Estates, Security 100 9.8 
Other (please specify) 81 7.9 
Total: 1,025* 100 
*respondents can choose >1 hospital department 
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MISSING DATA 
Of the 1,017 respondents, the mean skip rate was 11.4%, ranging from 103 (10.1%) for the 
Leadership & Management and Staff Wellbeing sections, to 141 (13.9%) for the Efficiency 
and Communication sections (Table 4.27). 
 
Table 4.27. Skipped items per section of questionnaire  
  
Strategy 
Leadership & 
Management 
Finance & 
Investment 
Efficiency 
Respondents Resilience Staff wellbeing Patient Safety Communication 
n n % n % n % n % 
1,017 112 11.0 103 10.1 107 10.5 141 13.9 
 
 
CONFIRMATORY FACTOR ANALYSIS 
Figures 4.3 to 4.10 demonstrate the results for the CFA modelling for each of the 8 
organisational health sections of the questionnaire. Factor structure was kept the same as the 
EFA outcome apart from the Finance & Investment model, where the same items were 
combined to form a 2 structure model ‘efficient use of funds’ and ‘investment’. 
The CFA fit statistics (Table 4.28) confirm an adequate fit of the data to the factor structures 
demonstrated, with a goodness of fit index (GFI) greater than 0.9 for all sections apart from 
Staff Wellbeing (0.894), and as high as 0.957 for Communication. Comparative Fit Index 
(CFI) ranged from 0.971 (Leadership & Management) to 0.854 for Finance and Investment. 
Normed-Fit Index (NFI) ranged from 0.966 (Leadership & Management) to 0.841 for 
Finance & Investment. 
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Figure 4.3. CFA for ‘Strategy’ items confirming 4 factor structure. Standardised 
coefficients are shown. All values are significant at p<0.001 
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Figure 4.4. CFA for ‘Resilience’ items confirming 3 factor structure. Standardised 
coefficients are shown. All values are significant at p<0.001 
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Figure 4.5. CFA for ‘Leadership & Management’ items confirming 3 factor structure. 
Standardised coefficients are shown. All values are significant at p<0.001 
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Figure 4.6. CFA for ‘Staff Wellbeing’ items confirming 5 factor structure. Standardised 
coefficients are shown. All values are significant at p<0.001 
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Figure 4.7. CFA for ‘Finance & Investment’ items confirming 2 factor structure. 
Standardised coefficients are shown. All values are significant at p<0.001 
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Figure 4.8. CFA for ‘Patient Safety’ items confirming 4 factor structure. Standardised 
coefficients are shown. All values are significant at p<0.001 
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Figure 4.9. CFA for ‘Efficiency’ items confirming 4 factor structure. Standardised 
coefficients are shown. All values are significant at p<0.001 
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Figure 4.10. CFA for ‘Communication’ items confirming 5 factor structure. 
Standardised coefficients are shown. All values are significant at p<0.001 
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Table 4.28. CFA Goodness of fit data 
 
GFI CFI NFI 
CHI 
squared* 
Hoelter’s 
.05 
Hoelter’s  
.01 
Strategy 0.941 0.928 0.917 
406.112 
df=59 
195 219 
Resilience 0.909 0.907 0.900 
538.714 
df=41 
108 123 
Leadership & 
Management 
0.947 0.971 0.966 
375.003 
df=62 
221 247 
Staff Wellbeing 0.894 0.862 0.846 
1031.887 
df=125 
150 163 
Finance & 
Investment 
0.931 0.854 0.841 
400.761 
df=43 
151 172 
Patient Safety 0.941 0.915 0.903 
507.011 
df=71 
184 204 
Efficiency 0.948 0.908 0.883 
415.996 
df=98 
299 326 
Communication 0.957 0.943 0.925 
365.514 
df=94 
327 359 
           *p=0.000 for all 
 
4.8 STUDY 2: DISCUSSION 
(CONFIRMATORY FACTOR ANALYSIS) 
 
As predicted by the EFA in Study 1, the CFA based on data from a large number of 
respondents (1,017) completing the 112-item final questionnaire demonstrated the factor 
structure for each theme of organisational health and confirmed goodness of fit for the data. 
Response rates to the email invitation were 19% (similar to 22% for the pilot study) with 
slightly more female respondents than the previous study (80.1% vs 73.0%). By updating the 
roles and hospital department list, use of the ‘other’ option reduced from 6.6% to 3.8% for 
role, and from 11.4% to 7.9% for hospital department. For future analysis, by using this 
demographic data, it would be possible to ‘cut’ the data to enable comparison of 
organisational health scores between hospital departments or between roles. For example 
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staff wellbeing scores comparing doctors and nurses with managers, or Anaesthetists 
compared with Surgeons. This may lead to innovative new research, because within any 
organisation there may be areas scoring very highly, and others poorly, thus by looking at the 
overall mean, a mediocre outcome is reported that does not give the full picture.  
 
Skipped item rates were much better and roughly half than that with the pilot questionnaire 
study, ranging from 10.1% to 13.9% compared with 19.6% to 24.9%. This is probably due to 
the fact there are 40% fewer items to answer, and so people are more likely to complete it. 
This is reflected in the median completion time of 14:03 minutes vs 20:07 minutes with the 
pilot questionnaire. I think this skipped item rate is acceptable and not an argument to attempt 
to reduce the item number any further from 112. 
 
The CFA goodness of fit statistics confirmed good data fit with a GFI of above 0.9 for all 
sections apart from staff wellbeing, where it was 0.894. It is possible to improve these further 
by deleting further items with the lowest standardised coefficients. For example, with staff 
wellbeing, by removing the item ‘my daily workload is not achievable’ (0.41), GFI increases 
to 0.925 and CFI from 0.862 to 0.906, with Hoelter .05 and .01 increasing to 200 and 218 
respectively.  However it was decided to keep the item with reasonable goodness of fit, and 
have the information from that question, rather than remove it and improve the GFI score. 
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4.9 CONCLUSIONS 
 
Overall, findings from these 2 studies provide preliminary evidence that the organisational 
health questionnaire is a reliable and valid way of measuring the 8 themes of organisational 
health previously identified for acute NHS Trusts. The 112-item questionnaire is considerably 
shorter than the 185-item pilot version and can be delivered electronically for automatic 
online data collection. 
 
It provides a promising innovative way of assessing acute NHS Trusts and further research is 
needed to establish whether it can be used to compare different Trusts and whether there is a 
correlation between organisational health measures and hospital outcome measures. The next 
chapter addresses the first of these avenues of organisational health research. 
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CHAPTER 5 
MEASURING THE ORGANISATIONAL HEALTH OF 
ACUTE NHS TRUSTS IN ENGLAND 
 
5.1  CHAPTER OVERVIEW 
This chapter discusses the process of using the reliable and validated organisational health 
questionnaire created in the previous studies (Chapter 4) in acute NHS Trusts in England. It 
describes collecting data from 29 acute Trusts in England and discusses the results from 
9,216 respondents completing the questionnaire. It investigates whether there is a significant 
difference between organisational health scores between different Trusts and what the 
implications of the findings may be.  
 
5.2 INTRODUCTION 
The previous chapter described 2 studies creating a reliable and validated questionnaire to 
measure the 8 themes of organisational health in acute NHS Trusts. The first involved 
creating a pilot questionnaire from the interview coding of Chapter 2, and then using 
exploratory factor analysis on the data collected to create a shorter final questionnaire with 
112 items. The second study involved comparing the model of the factor structure created, 
with data collected from 1,017 questionnaire respondents at one acute Trust, with 
confirmatory factor analysis and showed successful goodness of fit indices.  
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This Chapter discusses the next exploratory step of using the organisational health 
questionnaire in 29 acute NHS Trusts and analysing the results from 9,216 respondents. With 
112 items in the questionnaire, the matrix of results is made up of more than 1 million data 
points. It discusses the method of data collection, any missed items and the results together 
with demographic data of the respondents. Analysis then follows to investigate whether the 
questionnaire can tell Trusts apart to see if some are statistically different from others, in the 
same way as outcome metrics such as mortality or patient length of stay may be different 
between organisations. Implications of the findings are subsequently discussed. 
 
AIMS 
The aims of this study were: 
1. To collect organisational health questionnaire data from a large sample of acute NHS 
Trusts in England. 
2. To investigate whether different acute NHS Trusts have significantly different 
organisational health scores. 
 
5.3 METHODS 
An approach was taken to try and recruit as many of the 160 acute NHS Trusts as possible, 
with a view to a message being sent to the staff containing the weblink to click on and 
complete the questionnaire. 
The Chief Executive of NHS London was interested in assisting the research and in August 
2012 contacted the Chief Executives of every acute Trust in London by email inviting them 
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to take part. The NHS London office also contacted their counterparts in the rest of NHS 
England, i.e. the strategic health authority (SHA) cluster Chief Executives for NHS North, 
NHS South and NHS Midlands and East. They were sent an email describing the research 
and also a draft email to distribute to the Chief Executives of the NHS Trusts in their region 
asking them to contact me if they wished to find out more and distribute the questionnaire to 
their staff.  It was made clear that the data would be anonymised and Trusts would not be 
able to see other Trusts’ data and that they would be given a report of their own data if they 
wanted this as an incentive to take part. 
Once they had expressed a wish to distribute the questionnaire within their Trust, contact was 
made with the communications or information technology department to organise emailing 
the questionnaire link to all staff. The research department was also contacted to inform them 
of the study. Research Ethics Committee (REC) review was not needed as only staff (rather 
than patients) were involved on a voluntary basis and it falls under ‘service evaluation’ under 
the National Research Ethics Service (NRES) guidelines.  
 
SAMPLE SIZE 
It is clearly important to establish what sample size is required for this research i.e., how 
many employees in each Trust are needed to complete the questionnaire in order to make 
generalisations about that particular Trust. Due to relatively low uptake in the previous 2 
studies (22% and 19% of those emailed taking part), it was decided to contact all staff, rather 
than use a sample population, to maximise numbers. Two factors are important when 
considering sample size adequacy – the level of confidence and the confidence interval. 
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The level of confidence is the risk of error acceptable, taking into account time requirements 
and cost etc., and also what the consequences are of drawing an incorrect conclusion (less 
significant for organisational health research than prescribing a drug to a patient for 
example). This can typically range from 90% to 95% or even a 99% level of confidence, i.e. a 
10%, 5% or 1% chance of error. 
 
The confidence interval determines the level of sampling accuracy, and the sample size is 
directly related to the accuracy of the sample mean as an estimate of the true population 
mean. The larger the sample size, the smaller the standard error, due to the relationship below 
with the sample standard deviation. 
 
Standard error = 
𝑠
√𝑛
                   s = sample standard deviation 
 
This is important because the 95% confidence interval for example is 𝑥 ±
1.96. 𝑆𝑡𝑎𝑛𝑑𝑎𝑟𝑑 𝑒𝑟𝑟𝑜𝑟. Table 5.1 summarises the sample sizes required for various 
population sizes for the 95% and 99% levels of confidence and for margins of error of ±3%, 
±5% and ±10% 97. Population sizes of <100,000 (as is the employee population of NHS 
Trusts) can be considered small. For very small population sizes (marked with * in the table), 
the assumption of normality does not apply and a sample size of 50% of the population is 
necessary. In brief, a sample size of greater than 50% of the population is never required and 
in many situations, much less than this is sufficient. 
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Table 5.1. Minimum sample sizes required for various population sizes 
  Minimum sample size 
  95% level of confidence 99% level of confidence 
Population 
size 
±3% margin 
of error 
±5% margin 
of error 
±10% margin 
of error 
±3% margin 
of error 
±5% margin 
of error 
±10% margin 
of error 
500 250* 218 81 250* 250* 125 
1,000 500* 278 88 500* 399 143 
1,500 624 306 91 750* 460 150 
2,000 696 323 92 959 498 154 
3,000 788 341 94 1,142 544 158 
5,000 880 357 95 1,347 586 161 
10,000 965 370 96 1,556 622 164 
20,000 1,014 377 96 1,687 642 165 
50,000 1,045 382 96 1,777 655 166 
100,000 1,058 383 96 1,809 659 166 
 
 
SurveyMonkey® (www.surveymonkey.com) was used as the online software to create the 
questionnaire accessible via a weblink, as per the previous studies. The questionnaire is made 
up of 112  items, each with an equally-spaced 7-point agreement scale ranging from ‘strongly 
disagree’ to ‘strongly agree’, with ‘neither agree nor disagree’ in the middle and a ‘does not 
apply’ option if the question is not related to that respondents work or experience.  
Participating Trusts distributed a message to all staff (Appendix J) inviting them to complete 
the online questionnaire by clicking on a weblink (Figure 5.1 for example ‘screenshot’). 
Trusts were encouraged to email all staff with the weblink, but this process was left to the 
communications or information department of each Trust and some Trusts preferred to post 
the weblink and information on their staff intranet page instead. Themes 1&2, 3&4, 5&6 and 
7&8 were grouped into 4 pages of compulsory items that came up in a random order, so that 
as many people answered as many of the items as possible and primacy bias is reduced. 
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Demographic questions (gender, age, length of time worked at organisation, hospital site, job 
role and hospital department) were optional. The option for respondents to leave an email 
address to enter a draw for a £100 Amazon voucher was included as an incentive to improve 
uptake and a further reminder email was then sent out 2 weeks later for the same reason. 
September and October were avoided to prevent clashing with the NHS annual Staff Survey 
and ‘survey fatigue’.  
Organisational health questionnaire data for each Trust was then downloaded from the 
SurveyMonkey® website in the form of a Microsoft® Excel document for analysis. Items 
were scored from 1 to 7 with reverse scoring for negatively-phrased items. 
Figure 5.1. Screenshot of online organisational health questionnaire items (Section 5) 
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5.4  RESULTS  
The chief executives of NHS London, NHS North and NHS South agreed to be involved in 
the project and contacted the chief executives of all the acute Trusts in their region to take 
part and distribute the Organisational health questionnaire to their staff. 
29 Trusts in total were involved in the project (11 from NHS London, 13 from NHS South, 
and 5 from NHS North), resulting in 9,216 respondents completing the questionnaire in a 
time period from July 2012 to March 2013. For anonymity, the Trusts were randomised in 
order and then assigned the title ‘Trust 1’ to ‘Trust 29’. 
 
The Trusts involved in the organisational health study ranged in size from 9,184 to 1,716 
members of staff based on the September 2012 headcount (Table 5.2). 
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Table 5.2. Respondents and number of staff at each Trust (ranked according to 
respondent number) 
 
Trust Respondents 
Number of 
staff 
Trust 8 1017 9184 
Trust 26 801 7909 
Trust 7 775 5867 
Trust 28 627 9401 
Trust 3 559 6055 
Trust 16 555 7561 
Trust 18 511 8949 
Trust 14 486 4488 
Trust 1 463 3623 
Trust 17 437 3345 
Trust 11 416 3510 
Trust 12 300 3372 
Trust 23 252 3997 
Trust 5 234 2818 
Trust 22 223 1716 
Trust 9 160 2471 
Trust 27 149 6327 
Trust 29 149 3986 
Trust 20 148 5945 
Trust 10 132 7101 
Trust 24 125 7864 
Trust 25 122 5876 
Trust 13 106 2273 
Trust 19 101 4959 
Trust 21 93 4629 
Trust 6 84 5150 
Trust 2 74 4361 
Trust 15 63 7136 
Trust 4 54 5532 
Total: 9,216 155,405 
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DEMOGRAPHIC PROFILE OF THE RESPONDENTS 
7,158 of the 9,216 respondents completed the demographics section and 5,473 (76.5%) were 
female and 2,343 (32.7%) were aged from 41-50. Only 632 (8.8% had worked at the 
organisation for less than a year, with 1,803 (25.2%) having worked at the organisation for 
11-20 years (Table 5.3). 
 
Table 5.3. Characteristics of the sample (all Trusts) (7,158 of 9,216 completed this 
question) 
Variable n % 
   
Gender   
Male 1,685 23.5 
Female 5,473 76.5 
   
Age (years)   
16-20 34 0.5 
21-30 1,037 14.5 
31-40 1,672 23.3 
41-50 2,343 32.7 
51-60 1,824 25.5 
61-70 248 3.5 
   
Length of time working here (years)   
Less than 1 year 632 8.8 
1-2 years 717 10.0 
3-5 years 1,473 20.6 
6-10 years 1,519 21.2 
11-20 years 1,803 25.2 
More than 20 years 1,014 14.2 
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Of the 6,715 who completed the question (Table 5.4), the ‘Wider Healthcare Team: 
Administration: e.g. Clerk / Secretary’ was the most individual represented job role (16.38%), 
although nurses as a group made up 1,647 (24.5%), managers made up 952 (14.2%) and 
doctors made up 725 (10.8%) with 464 Consultant respondents. 
Respondents from all hospital departments were represented (Table 5.5), the most highly 
represented being corporate (finance and human resources) (770 respondents), and obstetrics 
and gynaecology (375 respondents). 
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Table 5.4. Role of respondents (6,715 of 9,216 completed this question) 
Role n % 
Allied Health Professional: Dietician 58 0.86 
Allied Health Professional: Occupational Therapist 93 1.38 
Allied Health Professional: Operating Department Practitioner 66 0.98 
Allied Health Professional: Orthoptist 15 0.22 
Allied Health Professional: Pharmacist 114 1.70 
Allied Health Professional: Physiotherapist 195 2.90 
Allied Health Professional: Prosthetist / Orthotist 8 0.12 
Allied Health Professional: Psychologist / Psychotherapist 41 0.61 
Allied Health Professional: Radiographer 157 2.34 
Allied Health Professional: Speech and Language Therapist 87 1.30 
Allied Health Professional: Arts Therapist 7 0.10 
Allied Health Professional: Chiropodist / Podiatrist 21 0.31 
Dentist 18 0.27 
Doctor: Consultant 464 6.91 
Doctor: In training: Foundation years 43 0.64 
Doctor: In training: Registrar 123 1.83 
Doctor: Associate specialist / Staff grade 89 1.33 
Doctor: Research Fellow 6 0.09 
Health Informatics: Clinical Informatics 40 0.60 
Health Informatics: Information and Communication Technology 86 1.28 
Health Informatics: Information management: e.g. Coder / Audit 51 0.76 
Health Informatics: Knowledge management: e.g. Librarian 22 0.33 
Healthcare Assistant (HCA) 370 5.51 
Healthcare Scientist: Life Sciences: e.g. haematologist 184 2.74 
Healthcare Scientist: Physical Sciences / Engineering: 46 0.69 
Healthcare Scientist: Physiological Sciences: e.g. perfusionist 45 0.67 
Management: Middle Management (Band 5-7) 575 8.56 
Management: Senior Management (Band 8 and above) 356 5.30 
Management: Very Senior Management / Director 21 0.31 
Midwife 164 2.44 
Nurse: Matron / Nurse Consultant 121 1.80 
Nurse: Ward Sister / Nurse Specialist 709 10.56 
Nurse: Staff nurse 755 11.24 
Nurse: Research nurse 62 0.92 
Wider Healthcare Team: Administration: e.g. Clerk / Secretary 1,100 16.38 
Wider Healthcare Team: Clinical Support Staff: e.g. Phlebotomist 95 1.41 
Wider Healthcare Team: Corporate Services: e.g. Finance / HR 199 2.96 
Wider Healthcare Team: Domestic Services: e.g. Catering / Housekeeper 28 0.42 
Wider Healthcare Team: Estates Services: e.g. Estates technician 42 0.63 
Wider Healthcare Team: Support Services: e.g. Security / Portering 39 0.58 
Total: 6,715 100 
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Table 5.5. Respondent hospital department (7,288 of 9,216 completed this question) 
Hospital department n % Hospital department n % 
Anaesthetics 311 4.27 Medicine: Renal 109 1.50 
Clinical oncology 257 3.53 Medicine: Respiratory 82 1.13 
Corporate: Finance / Human Resources 770 10.57 Medicine: Rheumatology 25 0.34 
Day Surgery 83 1.14 Medicine: Sport & Exercise 2 0.03 
Dentistry 39 0.54 Medicine: Stroke 44 0.60 
Dietetics 71 0.97 Neonatology 47 0.64 
Domestic: Catering / Housekeeping 40 0.55 Obstetrics & Gynaecology 375 5.15 
Emergency Department (A&E) 192 2.63 Occupational Therapy 98 1.34 
Estates 149 2.04 Operating theatres 140 1.92 
Information Technology (IT) 188 2.58 Ophthalmology 88 1.21 
Intensive Care: Adult 146 2.00 Orthodontics 2 0.03 
Intensive Care: Neonatal (NICU) 32 0.44 Outpatients 343 4.71 
Intensive Care: Paediatric (PICU) 5 0.07 Paediatrics 304 4.17 
Laboratory 134 1.84 Pain Management 21 0.29 
Medical Records 98 1.34 Pathology 194 2.66 
Medicine: Acute medicine 178 2.44 Pharmacy 221 3.03 
Medicine: Audiology 20 0.27 Physiotherapy 202 2.77 
Medicine: Cardiology 168 2.31 Psychiatry 26 0.36 
Medicine: Clinical genetics 10 0.14 Radiology / Imaging 263 3.61 
Medicine: Clinical pharmacology 1 0.01 Speech and Language therapy 107 1.47 
Medicine: Dermatology 42 0.58 Support: Security / Portering 40 0.55 
Medicine: Endocrinology 53 0.73 Surgery: Breast 21 0.29 
Medicine: Gastroenterology 114 1.56 Surgery: Cardiothoracic 27 0.37 
Medicine: General medicine 161 2.21 Surgery: Colorectal 49 0.67 
Medicine: Genitourinary (GUM) 45 0.62 Surgery: Ear, Nose and Throat  62 0.85 
Medicine: Geriatric / Care of the Elderly 133 1.82 Surgery: Endocrine 4 0.05 
Medicine: Haematology 71 0.97 Surgery: General 162 2.22 
Medicine: Immunology 8 0.11 Surgery: Hepatobiliary 13 0.18 
Medicine: Infectious diseases 47 0.64 Surgery: Neurosurgery 23 0.32 
Medicine: Medical oncology 37 0.51 Surgery: Oral and Maxillofacial 26 0.36 
Medicine: Medical ophthalmology 2 0.03 Surgery: Orthopaedic 191 2.62 
Medicine: Metabolic 1 0.01 Surgery: Paediatric 36 0.49 
Medicine: Neurology 63 0.86 Surgery: Plastic and reconstructive 31 0.43 
Medicine: Neurophysiology 8 0.11 Surgery: Transplant 8 0.11 
Medicine: Nuclear medicine 10 0.14 Surgery: Upper GI / Bariatric 12 0.16 
Medicine: Paediatric cardiology 1 0.01 Surgery: Urology 54 0.74 
Medicine: Palliative 39 0.54 Surgery: Vascular 55 0.75 
Medicine: Rehabilitation 54 0.74    
 
  Total:  7,288 100 
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ORGANISATIONAL HEALTH RESULTS FOR ACUTE NHS TRUSTS IN ENGLAND 
The mean score and standard deviation for each of the 8 sections of the questionnaire for each 
NHS Trust is listed in Tables 5.7 and 5.8, together with the respondent number for each 
Trust. It is a 7-point scale where 1=strongly disagree and 7=strongly agree with reverse 
scoring for negative statements. 
The mean scores for each section ranged from 2.88 (Trust 10, Finance and Investment, SD 
1.65) to 4.83 (Trust 19, Leadership and Management, SD 1.84). The section of the 
questionnaire with the greatest range in mean scores was Leadership and Management (3.44 
– 4.83), and with the smallest range was Communication (3.76 – 4.39). 
 
MISSING DATA 
The sections of the questionnaire were grouped into pairs, and thus the skipped item rate is 
the same for each pair (Table 5.6). Skipped sections ranged from 0 to 26.2% but an 
interesting phenomenon emerged. For 4 Trusts (Trusts 4, 5, 17 and 27), randomisation was 
not set up and for these Trusts, instead of there being roughly the same skip rate across the 
questionnaire, the skip rate is virtually nil for the Strategy and Resilience sections received 
first, and then goes up as the questionnaire proceeds, up to 26.2 % for the final sections for 
Trust 27 (Figure 5.2). Ignoring these 4 Trusts with non-randomised sections, the overall mean 
skip rate was 9.4%. 
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Table 5.6. Skipped section rate by Trust 
  
Respondent skipped section rate 
  
Strategy 
Leadership & 
Management 
Finance & 
Investment 
Efficiency 
Trust Respondents Resilience Staff wellbeing Patient Safety Communication 
 
n n % n % n % n % 
Trust 1 463 58 12.5 45 9.7 46 9.9 47 10.2 
Trust 2 74 2 2.7 2 2.7 2 2.7 2 2.7 
Trust 3 559 40 7.2 39 7.0 26 4.7 35 6.3 
Trust 4 54 1 1.9 2 3.7 6 11.1 10 18.5 
Trust 5 234 0 0.0 14 6.0 26 11.1 44 18.8 
Trust 6 84 13 15.5 9 10.7 7 8.3 13 15.5 
Trust 7 774 71 9.2 62 8.0 61 7.9 80 10.3 
Trust 8 1017 112 11.0 103 10.1 107 10.5 141 13.9 
Trust 9 160 14 8.8 8 5.0 11 6.9 9 5.6 
Trust 10 132 12 9.1 10 7.6 8 6.1 12 9.1 
Trust 11 416 25 6.0 33 7.9 26 6.3 35 8.4 
Trust 12 300 33 11.0 38 12.7 33 11.0 49 16.3 
Trust 13 106 13 12.3 10 9.4 12 11.3 19 17.9 
Trust 14 486 58 11.9 62 12.8 47 9.7 73 15.0 
Trust 15 63 7 11.1 7 11.1 6 9.5 8 12.7 
Trust 16 555 55 9.9 47 8.5 46 8.3 56 10.1 
Trust 17 437 5 1.1 45 10.3 63 14.4 95 21.7 
Trust 18 511 66 12.9 67 13.1 70 13.7 86 16.8 
Trust 19 101 4 4.0 2 2.0 5 5.0 8 7.9 
Trust 20 148 16 10.8 13 8.8 17 11.5 14 9.5 
Trust 21 93 11 11.8 8 8.6 8 8.6 8 8.6 
Trust 22 224 21 9.4 25 11.2 21 9.4 24 10.7 
Trust 23 252 31 12.3 21 8.3 24 9.5 30 11.9 
Trust 24 125 9 7.2 6 4.8 4 3.2 8 6.4 
Trust 25 122 9 7.4 7 5.7 7 5.7 13 10.7 
Trust 26 801 81 10.1 80 10.0 67 8.4 81 10.1 
Trust 27 149 5 3.4 14 9.4 28 18.8 39 26.2 
Trust 28 627 57 9.1 59 9.4 60 9.6 88 14.0 
Trust 29 149 18 12.1 14 9.4 14 9.4 16 10.7 
Mean % 
skipped:   
8.7 
 
8.4 
 
9.0 
 
12.3 
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Figure 5.2. Effect of questionnaire section order randomisation on mean skip rate 
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Table 5.7. Organisational health scores for acute NHS Trusts in England (Trust 1-Trust 15) 
 
 
Trust 
Strategy Resilience 
Leadership 
& 
Management 
Staff 
Wellbeing 
Finance & 
Investment 
Patient 
Safety 
Efficiency Communication 
Overall 
score 
R
es
p
o
n
d
en
ts
 
1 2 3 4 5 6 7 8 
 
Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD n 
Trust 1 4.23 2.02 3.80 1.77 4.13 1.98 4.24 1.98 3.07 1.75 4.13 1.95 3.47 1.80 3.98 1.89 3.91 1.94 463 
Trust 2 4.36 1.93 3.92 1.72 3.98 1.90 4.42 1.89 3.21 1.74 4.22 1.88 3.73 1.70 4.20 1.83 4.04 1.86 74 
Trust 3 4.25 1.93 3.81 1.62 3.98 1.89 4.30 1.92 3.18 1.68 4.10 1.92 3.41 1.69 4.05 1.81 3.92 1.86 559 
Trust 4 4.39 1.94 4.46 1.55 4.31 1.91 4.57 1.83 3.63 1.65 4.40 1.78 3.77 1.64 4.21 1.78 4.25 1.80 54 
Trust 5 4.73 1.88 4.54 1.67 4.64 1.87 4.74 1.92 3.83 1.70 4.72 1.83 4.14 1.70 4.36 1.82 4.49 1.84 234 
Trust 6 4.25 1.99 4.18 1.84 3.91 2.07 4.26 1.96 3.38 1.97 4.02 2.03 3.47 1.86 3.82 1.93 3.92 1.98 84 
Trust 7 4.35 1.92 4.31 1.63 4.21 1.94 4.63 1.87 3.47 1.75 4.43 1.83 3.76 1.74 4.20 1.91 4.20 1.87 774 
Trust 8 4.39 1.98 4.21 1.77 4.14 2.00 4.50 1.97 3.30 1.83 4.41 1.95 3.68 1.85 4.12 1.94 4.12 1.96 1,017 
Trust 9 4.31 1.95 4.15 1.62 4.13 1.92 4.43 1.94 3.54 1.80 4.21 1.86 3.72 1.67 4.37 1.86 4.13 1.86 160 
Trust 10 4.10 1.97 3.77 1.64 3.81 1.96 4.19 1.99 2.88 1.65 3.99 1.88 3.36 1.71 3.78 1.92 3.77 1.90 132 
Trust 11 4.46 1.95 4.12 1.66 4.29 1.93 4.66 1.91 3.20 1.69 4.35 1.91 3.71 1.73 4.34 1.86 4.18 1.89 416 
Trust 12 4.24 1.98 3.85 1.76 4.20 2.03 4.33 2.01 3.29 1.84 4.34 1.94 3.73 1.85 4.02 1.94 4.03 1.96 300 
Trust 13 4.21 1.98 3.74 1.83 4.21 1.99 4.19 1.98 3.33 1.83 4.14 1.93 3.52 1.76 3.76 1.91 3.91 1.93 106 
Trust 14 3.94 2.10 3.55 1.81 3.62 2.05 4.24 1.94 2.97 1.81 4.07 1.98 3.33 1.82 3.85 2.02 3.74 1.99 486 
Trust 15 4.06 1.98 3.69 1.62 3.71 1.90 4.27 1.90 3.06 1.63 4.24 1.81 3.32 1.60 3.91 1.94 3.82 1.86 63 
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Table 5.8. Organisational health scores for acute NHS Trusts in England (Trust 16-Trust 29) 
 
 
 
 Trust 
  
Strategy Resilience 
Leadership 
& 
Management 
Staff 
Wellbeing 
Finance & 
Investment 
Patient 
Safety 
Efficiency Communication 
Overall 
score 
 R
es
p
o
n
d
en
ts
 
1 2 3 4 5 6 7 8 
 
Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD n 
Trust 16 4.21 1.98 4.13 1.64 4.03 2.04 4.49 1.93 3.28 1.76 4.28 1.96 3.60 1.79 4.02 1.92 4.03 1.92 555 
Trust 17 4.49 2.03 3.88 1.76 4.12 2.00 4.20 2.02 3.20 1.74 4.21 1.94 3.53 1.68 4.01 1.81 3.99 1.93 437 
Trust 18 4.11 1.97 3.84 1.65 3.79 1.94 4.40 1.87 3.20 1.72 4.06 1.91 3.13 1.71 3.96 1.89 3.85 1.89 511 
Trust 19 4.68 1.86 4.30 1.67 4.83 1.84 4.70 1.83 3.30 1.78 4.57 1.80 3.76 1.67 4.13 1.82 4.32 1.85 101 
Trust 20 4.03 1.99 3.38 1.70 3.44 1.97 4.01 1.96 3.01 1.78 3.92 1.77 3.16 1.71 3.78 1.94 3.62 1.90 148 
Trust 21 4.33 1.97 4.23 1.69 4.33 1.91 4.56 1.93 3.52 1.97 4.28 2.01 3.73 1.84 4.18 1.94 4.17 1.94 93 
Trust 22 4.07 1.98 3.48 1.70 3.74 1.93 4.20 2.02 3.04 1.76 4.00 1.96 3.34 1.74 4.01 1.90 3.77 1.92 224 
Trust 23 4.60 1.95 4.20 1.66 4.56 2.02 4.76 1.92 3.39 1.83 4.52 1.98 4.03 1.80 4.39 1.90 4.35 1.93 252 
Trust 24 4.17 1.92 3.98 1.56 4.10 2.00 4.36 1.94 3.37 1.72 4.30 1.89 3.62 1.73 4.07 1.87 4.02 1.87 125 
Trust 25 4.01 2.06 3.46 1.80 4.04 2.05 3.97 2.05 3.10 1.85 3.86 2.04 3.36 1.78 3.77 1.94 3.72 1.98 122 
Trust 26 4.40 1.93 4.15 1.61 4.20 1.93 4.51 1.93 3.39 1.79 4.31 1.95 3.53 1.74 4.10 1.89 4.10 1.90 801 
Trust 27 4.28 1.99 4.10 1.63 4.09 1.87 4.38 1.94 3.31 1.77 4.26 1.92 3.53 1.69 3.94 1.85 4.03 1.88 149 
Trust 28 4.19 2.04 3.83 1.71 3.90 2.01 4.35 2.01 3.18 1.83 4.15 2.03 3.56 1.82 4.03 1.99 3.93 1.97 627 
Trust 29 4.29 1.94 4.32 1.72 4.11 1.93 4.47 1.90 3.53 1.79 4.45 1.91 3.68 1.76 4.12 1.84 4.14 1.88 149 
 
 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
165 
 
Looking at the mean overall organisational health score of all items (Figure 5.3), Trust 5 
scored highest (4.49, SD=1.84), and Trust 20 (3.62, SD=1.90) scored least (p<0.0001). If the 
results for each of the 8 sections of the questionnaire are considered separately for these 2 
Trusts (Figure 5.4) there is a statistically significant difference between all of them (p<0.0001 
for all sections). 
Trust 5 had the highest score for 5 of the questionnaire sections, and Trust 20 had the lowest 
score for 3 of the sections. Figure 5.5 shows the difference in mean section score between the 
lowest performing and highest performing Trusts for each section (all significant with 
p<0.0001) 
 
Figure 5.3. Mean overall Organisational Health score by NHS Trust 
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Figure 5.4. Mean score for each questionnaire section for Trusts 5 and 20 
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Figure 5.5. Mean score for each section for the lowest and highest scoring Trust  
 
*p<0.0001 
 
5.5 DISCUSSION 
This study has shown for the first time the collection of organisational health data from acute 
NHS Trusts using the reliable and validated organisational health questionnaire.  
29 Trusts were recruited from a total of 160 in England. However, NHS Midlands and East 
declined to be involved, and thus the involvement rate is higher than it seems from the 
remaining Trusts. Barriers to further Trusts becoming involved were not unsurprising, and 
included Boards being concerned what to do if the organisational health score was poor, 
despite this being an exploratory study and thus it is not yet known what a ‘poor score’ is or 
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what it means. Others reasons included declining (or not having the capability) to email staff 
the message and weblink and also not wishing to distribute a second questionnaire during the 
year, in addition to the NHS Staff Survey. 
 
NHS Staff survey 
The NHS staff survey has been distributed annually since 2003 and is currently managed by 
the Picker Institute and was set up to test delivery of the NHS Constitution as well as 
including other questions regarding health and safety and bullying at work for example. It 
was a paper-based survey but is now online and questions are sometimes added or removed 
each year, in the form of items with a 5-point Likert scale for agreement. There are core 
questions and then additional questions the Trust can add if they wish, and also the ability to 
add their own local questions. Some of the themes overlap with the organisational health 
questionnaire but the NHS staff survey is not validated, and is vulnerable to bias as there are 
no negatively-phased questions and no question order randomisation. 
 
Respondent uptake in each Trust was highly variable, from 13.2% (775 out of 5,867 staff, 
Trust 7) to only 1% (63 out of 7,136 staff, Trust 15). An unofficial observation is that uptake 
is 5-10 times greater if staff are emailed individually (as was the intention), rather than a 
message posted on the hospital intranet only, but because distribution was dealt with 
internally by each Trust, it is not possible to know with confidence. For this initial 
exploratory study into the use of this tool, it was decided to keep and present all of the data, 
regardless of sample size (Table 5.1). 
A different innovative way to collect data may be needed to improve uptake. Clearly there are 
problems with email distribution lists, with them becoming out of date, and also staff needing 
to log-in and use it on a computer at work. This may be fine for desk-based administration 
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staff, but not ideal for a ward nurse on a busy ward with few computers. The development of 
a webapp may be a solution to this, as it can be opened on many platforms including mobile 
telephone or tablet as well as email. However, without successful distribution and promotion 
by the organisation and involvement of managers and leaders, it may still be suboptimal. 
With future studies, it should be easier to motivate seniors to promote the use of the 
questionnaire as the results of this study and the next should demonstrate its usefulness. 
Missing data skip rate was acceptable at 9.4%, and this study clearly showed the benefit of 
randomising the order of the questionnaire sections to avoid primacy bias and a tail off in 
responses for the latter items. 
Respondent demographics of the 9,216 members of staff were similar to the previous 2 
studies, with approximately three quarters of respondents being female, and the majority of 
respondents (91.2%) having worked at the Trust for a year or more. It could be argued for 
future studies, to exclude the respondents with less than one year’s experience in the 
organisation. Roles and hospital departments seemed representative. The same volunteer bias 
exists, where perhaps the respondents motivated to complete the questionnaire are already 
engaged and happy with their work and keen to report this, or perhaps the opposite and are 
keen to vent any frustrations by feeding back using a questionnaire regarding their working 
life. 
There was considerable variation in the organisational health mean scores for each of the 8 
themes, and also the overall score between Trusts. There was a statistically significant 
difference between the highest and lowest scoring Trust, demonstrating that the tool can tell 
Trusts apart. This could be an error of sampling adequacy and may not be significant if the 
respondent numbers had been higher, although for the Trusts involved (Trust 5 and Trust 20), 
the respondent numbers were 234 and 148, and met the minimum sample size of at the 95% 
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level of confidence +/- 10% error (94 and 95 respectively, Table 5.1), and one met the 
minimum for the 99% level of confidence +/- 10% error (158 and 161 respectively). 
Now that it has been shown there are significant differences in organisational health scores 
between Trusts, the next question to address is, what do these differences mean? Are there 
differences in patient care and outcomes between these healthier and less healthy Trusts?  
 
 
5.6 CONCLUSIONS 
The organisational health questionnaire can be used to collect data from acute NHS Trusts 
and there is a statistically significant difference between the organisational health scores of 
different Trusts in this sample.   
The next Chapter looks at whether there is a correlation between organisational health scores 
and patient outcomes in acute Trusts in England using the data from the study in this Chapter. 
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CHAPTER 6 
CORRELATING ORGANISATIONAL HEALTH DATA WITH 
PATIENT OUTCOMES IN ACUTE NHS TRUSTS IN 
ENGLAND 
 
 
6.1 CHAPTER OVERVIEW  
This Chapter explains a study that aims to find out whether there is a difference in hospital 
outcome measures between the lowest and highest scoring Trusts for organisational health. 
The introduction discusses the hospital outcome measures used in the study, and then data for 
the 29 acute Trusts that participated in the organisational health study is presented, with 
analysis to show that there is a significant difference in certain patient outcomes between 
highly- and poorly-scoring Trusts.  
 
 
6.2 INTRODUCTION 
This Chapter follows on from the exploratory study collecting organisational health 
questionnaire data from 9,216 respondents in 29 acute NHS Trusts in England. A significant 
difference between the highest and lowest scoring Trust was reported, for example looking at 
the mean overall organisational health score of all items (Figure 5.3), Trust 5 scored highest 
(4.49, SD1.84), and Trust 20 (3.62, SD 1.90) scored least (p<0.0001). In addition, if the 
results for each of the 8 sections of the questionnaire are considered separately for these 2 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
172 
 
Trusts (Figure 5.4) there is a statistically significant difference between all of them (p<0.0001 
for all sections). The next step is to establish what this may mean and the implications. 
Clearly the effects of a healthy or unhealthy organisation may be felt by the staff that make 
up the organisation, but more importantly it may affect the care received by patients. Hospital 
outcome measures were thus sought for the 29 Trusts involved in the study to correlate them 
with the organisational health scores. It may be that certain themes of organisational health 
e.g. Communication may be more important than others for hospital outcomes. 
 
AIMS 
The aims for this study were: 
1. To correlate organisational health scores for 29 acute NHS Trusts with hospital 
outcome data from Dr Foster Intelligence and the NRLS database. 
2. To correlate organisational health scores from 29 acute NHS Trusts with financial 
outcome measures from the Audit Commission or Monitor for Foundation Trusts. 
 
 
6.3 METHODS 
HOSPITAL OUTCOME MEASURES 
Publically available Trust outcome measures were sought, for the same time period as the 
organisational health study i.e. from July 2012 to March 2013 to enable comparison. Dr 
Foster data and National Reporting & Learning System data (NRLS)98 were looked at for 
patient outcomes, and the Audit Commission report (Monitor report for Foundation Trusts) 
was looked at for financial measures.  
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DR FOSTER DATA, 2012 
Dr Foster data for the Trusts in this study was sought from 2 sources: The Dr Foster Hospital 
Guide: Fit for the Future? 99 and also the Dr Foster website, 
www.drfosterhealth.co.uk/hospital-guide 100.  The Dr Foster Intelligence is a joint venture 
with the department of Health and funds the Dr Foster Unit at Imperial College London. 
Trust-level data used for this study is listed in Table 6.1. 
 
Table 6.1. Dr Foster hospital outcome data 
Metric Description 
HSMR: Hospital Standardised 
Mortality Ratio (HSMR) 
Measure of deaths in hospital care, based on 56 conditions that 
account for 80% of deaths 
3 year HSMR 
Index taking into account the years 2009-2010, 2010-2011 and 
2011-2012 
SHMI: Summary Hospital-
Level Mortality Indicator 
Deaths following hospital treatment, in hospital or in the 30 
days following discharge. 
Deaths after Surgery Surgical patients who have died after a possible complication 
Deaths in low-risk conditions Deaths from conditions where patients would normally survive. 
MRSA rate 
Rate of methicillin-resistant staphylococcus aureus bacteraemia 
rate per 100,000 bed days 2011-2012 (National average =  1.3) 
C. diff rate 
Rate of Clostridium difficile infection per 100,000 bed days 
2011-2012 (national = 21.8) 
Relative risk of readmission 
post cholecystectomy 
Relative risk of readmission into hospital after gallbladder 
removal  surgery  
Wait for cholecystectomy 
Measure of length of waiting list from September 2011 to 
August 2012 (national average 91 days) 
Readmission within 1 week 
Emergency readmission rate within 7 days of discharge from 
hospital 
Readmission at 28 days Emergency readmission rate 28 days of discharge from hospital 
Scheduled operations not 
performed 
Elective operation cancellation rate 
Use of day case surgery 
Day case rate for operations where more than 90% of patients 
could b be treated as day cases 
Excess bed days 
% of bed days taken by patients staying longer than a predicted 
number of days 
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NATIONAL REPORTING AND LEARNING SYSTEM (NRLS) DATA, 2012 
NHS staff report patient safety incidents via online forms or their local risk management 
systems to the National Reporting and Learning System (NRLS). The data is collected in the 
database and published online for each Trust in the country. The data used here is based on 
incidents that occurred from 1 April 2012 to 1 September 2012 (6 months) and were reported 
by 30 November 2012. 
The data collected includes the number of incidents occurring, the rate of incidents per 100 
admissions and the degree of harm the incident caused the patient (none, low, moderate, 
severe or death). It also categorises the incident into the type of incident that occurred (Table 
6.2) 
 
Table 6.2. Category of incidents from the NRLS database 
Category of incident 
Access, admission, transfer, discharge                                
(including missing patient) 
Clinical assessment                                                         
(including diagnosis, scans, tests, assessments) 
Consent, communication, confidentiality 
Documentation                                                               
(including records, identification) 
Implementation of care and ongoing monitoring / review 
Infrastructure                                                               
(including staffing, facilities, environment) 
Medical device / equipment 
Medication 
Patient accident 
Treatment, procedure 
All others 
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AUDIT COMMISSION REPORT, 2012 / 2013 
Value for money (VFM) conclusions:  
For 2012–2013 auditors gave their VFM conclusion based on whether the organisation had 
proper arrangements in place for securing financial resilience and also for challenging how it 
secures economy, efficiency and effectiveness. They issue 3 types of VFM conclusion, 
‘unqualified’ meaning they are satisfied regarding the above, qualified ‘except for’ meaning 
they are satisfied in all significant respects except for one or more specific weaknesses, and 
‘adverse’ meaning they are not satisfied and significant weaknesses were identified. For 2012 
– 2013, 6 Trusts received adverse conclusions, and 20 qualified ‘except for’ (Auditing the 
Accounts 2012/13 NHS bodies. Audit Commission 101). 
 
Quality accounts: 
Every year, all providers of healthcare are required to produce a quality account in three 
parts: Part 1 – a written statement summarising the provider’s view of the quality of relevant 
healthcare services it has provided. Part 2 – priorities for improvement and statements 
relating to the quality of relevant healthcare services provided. Part 3 – information chosen 
by the provider to demonstrate the quality of relevant healthcare services it has provided. 
Auditors may issue 5 types of limited assurance report on the quality accounts (Table 6.3). 1 
Trust in the UK received an adverse limited assurance report, and 9 Trusts received a 
‘qualified’ limited assurance report. 
 
Referrals to the Secretary of State for Health: 
Referrals are made for NHS Trusts that fail to break even when taking one financial year with 
another. 5 NHS Trusts were referred from October 2012 to July 2013. 
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Table 6.3. Types of quality account report 
Quality account report 
outcome 
Meaning 
Unqualified 
Nothing has come to the auditor’s attention that causes them to believe that 
the requirements have not been met. 
Qualified  
‘limitation of scope’ 
Nothing has come to the auditor’s attention other than they were unable to 
obtain sufficient evidence over an element of the quality account. For 
example, the record keeping used to calculate one of the specified indicators 
was inadequate. 
Qualified 
Information came to the auditor’s attention that identified a material 
disagreement between the auditor and the audited body about how the matter 
was treated in the quality account. 
Adverse 
There was a disagreement that was so material, or pervasive that the quality 
account as a whole was misleading or incomplete. 
Disclaimer  
‘limitation of scope’ 
The auditor could not obtain information to such an extent that the quality 
account as a whole could be misleading or incomplete. 
 
 
MONITOR RISK SCORES (FOUNDATION TRUSTS) 
Foundation Trusts are not-for-profit, public benefit corporations and were created to devolve 
decision making from central government to local organisations and communities. They have 
more freedom to decide their own strategy and service provision and can retain their 
surpluses and borrow to invest in services for patients and service users. 
Monitor is an executive non-departmental public body of the department of health that is the 
sector regulator for health services in England (www.gov.uk/government/organisations/ 
monitor). It aims to ensure independent NHS foundation Trusts are well led and provide 
sustainable quality care, they can provide essential services if they get into difficulties. For all 
foundation Trusts, Monitor publish a ‘financial risk’ score from 1-5 with 1=high risk and 
5=lowest risk. They also publish a governance risk from 1-4, with 1= likely or actual 
significant breach of terms of authorisation, to 4 = no concerns. 
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SAMPLING ADEQUACY 
Clearly prior to making claims regarding correlations between organisational health scores 
and outcome measures for acute Trusts, it is important that the sample sizes for the 
questionnaire study are sufficient. From the previous Chapter (Chapter 5) it became clear that 
sample size is not as simple as requiring a certain percentage of the population in question to 
have completed it. It is statistically determined by the level of confidence and margin of error 
the researcher is willing to have (Table 6.4) 
 
Table 6.4. Minimum sample sizes required for various population sizes 
  Minimum sample sizes 
  95% level of confidence 99% level of confidence 
Population 
size 
±3% margin 
of error 
±5% margin 
of error 
±10% margin 
of error 
±3% margin 
of error 
±5% margin 
of error 
±10% margin 
of error 
500 250* 218 81 250* 250* 125 
1,000 500* 278 88 500* 399 143 
1,500 624 306 91 750* 460 150 
2,000 696 323 92 959 498 154 
3,000 788 341 94 1,142 544 158 
5,000 880 357 95 1,347 586 161 
10,000 965 370 96 1,556 622 164 
20,000 1,014 377 96 1,687 642 165 
50,000 1,045 382 96 1,777 655 166 
100,000 1,058 383 96 1,809 659 166 
 
 
The Trusts involved in the organisational health study ranged in size from 9,184 staff (Trust 
8) to 1,716 staff (Trust 22), and from between 1,017 and 54 respondents (Table 6.5). Based 
on using the 95% level of confidence and ±10% margin of error from the sampling table, at 
least 91 to 96 respondents are needed from each Trust depending on its size. That led to the 
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exclusion of Trusts 2, 4, 6, 15 and 21. Also taking into account the fact that up to 8 people 
skipped questions in Trust 19 and up to 19 skipped questions in Trust 13, these 2 Trusts were 
also excluded.  
 
DATA ANALYSIS 
For the 22 Trusts included in this study, the hospital outcome data was collected and 
tabulated. 
Analysis was performed to see if the Trusts with the highest ranking organisational health 
scores for each section had better outcomes compared with those with the lowest. The data 
was ranked according each of the 8 organisational health themes, and also the overall mean 
score. The data was then split into thirds or quartiles and then the means compared for each 
outcome measure between the top and bottom third or quartile to see if there was a significant 
(p<0.05) difference.  
For the financial outcomes, Trusts were analysed separately according to Foundation Trust 
status. 
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Table 6.5. Number of staff and questionnaire respondents at each Trust (ranked 
according to respondent number) 
 
 
Trust Respondents 
Number 
of staff 
Trust 8 1017 9184 
Trust 26 801 7909 
Trust 7 775 5867 
Trust 28 627 9401 
Trust 3 559 6055 
Trust 16 555 7561 
Trust 18 511 8949 
Trust 14 486 4488 
Trust 1 463 3623 
Trust 17 437 3345 
Trust 11 416 3510 
Trust 12 300 3372 
Trust 23 252 3997 
Trust 5 234 2818 
Trust 22 223 1716 
Trust 9 160 2471 
Trust 27 149 6327 
Trust 29 149 3986 
Trust 20 148 5945 
Trust 10 132 7101 
Trust 24 125 7864 
Trust 25 122 5876 
Trust 13 106 2273 
Trust 19 101 4959 
Trust 21 93 4629 
Trust 6 84 5150 
Trust 2 74 4361 
Trust 15 63 7136 
Trust 4 54 5532 
 
Shaded Trusts were excluded from the study due to inadequate respondent numbers          
(95% level of confidence, +/- 10% margin of error) 
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6.4  RESULTS 
Table 6.6 lists the 22 Trusts included in the study with their Dr Foster Intelligence hospital 
outcome measures, and Foundation Trust status. Tables 6.7 and 6.8 demonstrate the NRLS 
outcome data per Trust, with degree of patient harm, and also the category of incident. Table 
6.9 shows financial outcomes in the form of Audit Commission report findings and also 
Monitor findings (for the Foundation Trusts). 
 
Tables 6.10 – 6.12 show there is significantly higher percentage of patient incidents reported 
as an accident in those Trusts in the lowest third ranking for nearly all organisational health 
scores (Overall mean (Figure 6.1), Strategy, Leadership & Management, Patient Safety, Staff 
Wellbeing, Efficiency and Communication). 
 
In terms of the mortality indicator SHMI, there was a significantly higher mortality in those 
Trusts ranked in the lowest third for Patient Safety, Staff Wellbeing and Leadership & 
Management organisational health themes. The same is true, with a higher mortality in Trusts 
ranked in the lower quartile for Patient Safety (Figure 6.2).  
 
In terms of financial outcomes, Trusts were separated according to Foundation Trust status 
(Tables 6.13 & 6.14). For the 9 Foundation Trusts, the lowest ranking Trust both for mean 
organisational health scores and finance & investment scores was high financial risk and 
likely or actual significant breach of terms of authorisation, compared with ‘low risk’ and ‘no 
concern’ for the highest ranking Trust. This was not significant but the sample size is small.  
For non-Foundation Trusts, statistical analysis was not performed, but there was an obvious 
trend with all of the Trusts in the lower half of the rankings having ‘adverse’ or ‘except for’ 
value for money conclusions compared with only one in the upper half of the rankings. The 2 
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Trusts referred to the Secretary of State for Health for failing to break even financially both 
had poor rankings for overall organisational health and also Finance & Investment scores. 
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Table 6.6. Trust Dr Foster Intelligence patient outcome data 
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Trust 1 FT 101.7 98.3 96.28 101.7 0.6 0.5 32.2 n/a n/a 3.7 111.2 4 89.9 8.7 
Trust 3   92.6 89.8 88.45 78.2 0.8 2 13.8 81.94 102.5 2.4 94.3 4.2 93.1 7.7 
Trust 5   95.8 86.2 93.19 55.1 1 2.1 15.6 101.73 n/a 4.5 121.5 3.8 94.6 11.1 
Trust 7 FT 87.9 110.4 99.35 84.4 0.7 0.4 38 94.33 109 2.5 92.2 2.3 93.1 13.6 
Trust 8   75.8 70.3 71.46 91.8 0.2 2.7 33.1 92.45 112 3 102.5 3.1 87.5 11.6 
Trust 9 FT 106 107.4 107.32 126.9 0.7 0.8 22.4 100.94 108 2.6 93.3 2.1 89.9 6.9 
Trust 10   106.6 101.4 105.16 88 1.1 0.7 16.2 89.95 101.5 3.1 97.6 2.9 90.9 21.6 
Trust 11 FT 89.8 95 101.56 167.4 0.6 0.6 13.6 154.66 82 3.4 106.4 2.2 91.7 10.9 
Trust 12   91.3 94.5 91.95 62.5 0.7 1.3 21.7 153.74 76 3.5 97.7 4.1 90.6 16.7 
Trust 14   86.8 91.4 89.88 94.1 0.3 2.6 11.9 103.82 98 2.6 108.8 3.8 92.6 9.3 
Trust 16 FT 99.8 84.4 83.33 101.7 0.9 1 11.4 107.54 103 3.6 105.9 2.9 88.3 10.2 
Trust 17   99.8 102.7 104.56 94.6 0.8 0 14.5 154.27 123 3 102.2 3.4 95.5 11.5 
Trust 18   97.6 93.3 93.47 108.2 0.7 3.5 23.1 109 91 2.6 95.3 3.7 89.9 12.5 
Trust 20   98.5 96.3 98.51 93.2 0.7 1 20.8 110.89 88 2.6 99.5 2.9 92 9.3 
Trust 22   105.1 94.5 93.88 95.2 1.1 0 19.5 72.66 66 2.2 83.8 2.5 94.6 4.5 
Trust 23   71 78.7 79.82 78.6 0.6 1.9 15.2 115.78 67 2.6 91.9 3.8 90.8 5.8 
Trust 24 FT  100.8 99.9 100.66 113.9 0.5 1 17.6 128.87 91 3.4 102.7 3.3 87.6 9.6 
Trust 25   97.5 103.5 108.15 101.4 0.7 2.6 11.7 111.62 136 3.6 103.5 4.1 93.5 11.9 
Trust 26 FT 94.7 92.6 87.86 135.6 0.7 1.5 19.6 128.88 n/a 2.9 94.7 2.7 85.2 11.7 
Trust 27 FT 103.5 109 106.7 100.7 0.7 1.6 14.2 105.5 102 3.3 102.5 3.3 89.1 7.1 
Trust 28   104.6 101.5 104.09 100.2 0.6 1.4 21.8 78.43 88 3.6 107.5 4.2 87.6 12.6 
Trust 29 FT 94.5 93.6 93.82 110 0.7 1.2 20.8 111.18 112 3.3 106.7 3 88.8 10.7 
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Table 6.7. Trust NRLS outcome data: numbers and degree of harm 
      Degree of patient harm (%) 
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Trust 1 2571 6.71 63.2 27.4 8.1 0.9 0.4 
Trust 3 4467 7.51 69.3 21 8.8 0.6 0.3 
Trust 5 1743 6.02 65.3 23.6 10.3 0.7 0.1 
Trust 7 3766 6.47 66.5 31.4 1.8 0.3 0.1 
Trust 8 5702 6.53 89.4 7.5 2.9 0.2 0.1 
Trust 9 1588 6.21 75.2 17.8 5.7 1 0.3 
Trust 10 3759 7.47 70.3 23.9 4.8 0.9 0.2 
Trust 11 4062 11.05 85.6 12.6 1.6 0.2 0 
Trust 12 1169 5.31 73.1 16.8 9.3 0.8 0.1 
Trust 14 3062 4.89 68.2 22.1 9.2 0.2 0.3 
Trust 16 3542 4.26 75.7 12.2 10.4 1.1 0.5 
Trust 17 2700 7.46 57 32.8 6.6 2.3 1.3 
Trust 18 4478 7.85 62.7 31.3 5.2 0.5 0.3 
Trust 20 3355 3.93 35.5 57.5 5.9 0.7 0.4 
Trust 22 967 6.45 67.1 31 1.4 0.2 0.2 
Trust 23 843 3.16 68 10.4 18 3.1 0.5 
Trust 24 3325 4.93 54.9 42.9 2 0.1 0.1 
Trust 25 3522 5.44 78 20.3 1.4 0.3 0 
Trust 26 5273 8.28 63.7 30.4 5.1 0.7 0.1 
Trust 27 3261 5.62 79.7 12.8 5.1 2.5 0 
Trust 28 5401 5.01 75.9 17.4 6.4 0.3 0 
Trust 29 2342 5.48 69 28.4 2.5 0.2 0 
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Table 6.8. Trust NRLS outcome data: category of incident  
  Category of incident (%) 
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Trust 1 10.2 8.1 5 7.3 20.2 6.7 2.9 7.7 17.1 13.7 1.1 
Trust 3 7.1 4.4 3 6.1 27 5.3 3.1 8.7 21.5 6.5 7.2 
Trust 5 10.7 5.2 4.6 6.2 6.8 5.6 4.1 9.4 27.5 14 5.9 
Trust 7 4.6 3.6 6.1 11.1 7.1 5.7 3 14.3 20.2 13 11.3 
Trust 8 9.9 12.7 3 10.3 5.4 7 3.4 13.6 15.8 14.8 3.9 
Trust 9 17.3 5.7 4.2 3.5 2.3 4.2 4.5 13.2 27.8 6.9 10.5 
Trust 10 4.4 4.4 6.1 6.7 8.8 6.8 6.1 8.1 35.5 7.4 5.8 
Trust 11 4.3 4.6 4 12.9 11.5 12 3.7 7.8 15.4 19.8 4 
Trust 12 10.4 3.7 2.1 10.3 7.5 10.4 5.6 11.4 24.4 9 5.4 
Trust 14 10.6 5 2.6 8.4 11 4.6 2.8 5.7 27.3 15.8 6.1 
Trust 16 6.4 7.8 3.5 7.6 6.8 7.1 4.1 11.5 29.9 11.2 4.3 
Trust 17 14 3.2 5.4 2.9 4 5.1 6.1 11.3 17.9 26.8 3.4 
Trust 18 4.3 2.9 3.2 6.8 15.6 5.1 4.4 11.9 26.9 9.8 9.1 
Trust 20 7.1 5.2 2.2 7.9 12.4 6.8 0.3 6.5 38 9.8 3.7 
Trust 22 6.4 4.8 4.2 7.4 20.1 0.8 5 13.4 31.6 4.8 1.4 
Trust 23 11.5 6 2.6 7.7 27.5 6.9 3.4 9.4 7 7.8 10.1 
Trust 24 9.1 3.9 3.9 8.9 7.1 1.6 2.4 11.8 37.1 6.4 7.7 
Trust 25 13.4 6.4 1.6 3.9 6.1 11.9 2.3 9.9 30.9 10.3 3.2 
Trust 26 6 5.8 3.3 9.6 13.2 10.5 4.5 14.5 17.2 11.2 4.1 
Trust 27 12.5 2.5 7.9 9.1 9.6 2.5 1 7.3 29.5 9.6 8.4 
Trust 28 16.8 2.9 5.3 8.5 11.1 1.1 1.3 6.3 23.1 11.3 12.3 
Trust 29 8 3.5 2.3 6.4 25.2 2.9 3.6 5.8 27 11.1 4.1 
 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
185 
 
Table 6.9. Trust Audit Commission and Monitor report outcomes 
    Audit Commission report 
Monitor report 
(Foundation Trusts) 
Trust 
Foundation 
Trust 
status 
Value for 
money 
conclusion 
Quality 
accounts 
conclusion 
Referral to 
Secretary of 
State for 
Health 
Financial 
risk* 
Governance 
risk† 
Trust 1 FT       1 1 
Trust 3   except for         
Trust 5             
Trust 7 FT       3 2 
Trust 8             
Trust 9 FT       3 4 
Trust 10   adverse   referred     
Trust 11 FT       2 1 
Trust 12             
Trust 14   except for         
Trust 16 FT       4 3 
Trust 17   except for         
Trust 18     qualified       
Trust 20   adverse   referred     
Trust 22   except for         
Trust 23             
Trust 24 FT        3 4 
Trust 25   adverse         
Trust 26 FT       3 2 
Trust 27 FT       3 2 
Trust 28             
Trust 29 FT       3 4 
*1=high risk, 5=lowest risk 
†1= likely or actual significant breach of terms of authorisation, to 4 = no concern 
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Table 6.10. Ranking of Trusts according to organisational health scores (Overall score, 
Strategy and Leadership & Management) with corresponding outcome data 
 
Ranking of 
Trusts 
according to: 
  
Ranking of 
Trusts 
according to: 
  
Ranking of 
Trusts 
according to: 
  
  
Overall mean 
organisational 
health score 
Category of 
incident: 
patient 
accident              
% 
Strategy 
scores 
Category 
of incident: 
patient 
accident              
% 
Leadership 
& 
Management 
scores 
SHMI 
Category of 
incident: 
patient 
accident              
% 
Trust 5 27.5 Trust 5 27.5 Trust 5 95.8 27.5 
Trust 23 7 Trust 23 7 Trust 23 71 7 
Trust 7 20.2 Trust 17 17.9 Trust 11 89.8 15.4 
Trust 11 15.4 Trust 11 15.4 Trust 7 87.9 20.2 
Trust 29 27 Trust 26 17.2 Trust 12 91.3 24.4 
Trust 9 27.8 Trust 8 15.8 Trust 26 94.7 17.2 
Trust 8 15.8 Trust 7 20.2 Trust 8 75.8 15.8 
Trust 26 17.2 Trust 9 27.8 Trust 1 101.7 17.1 
Trust 16 29.9 Trust 29 27 Trust 9 106 27.8 
Trust 12 24.4 Trust 27 29.5 Trust 17 99.8 17.9 
Trust 27 29.5 Trust 3 21.5 Trust 29 94.5 27 
Trust 24 37.1 Trust 12 24.4 Trust 24 100.8 37.1 
Trust 17 17.9 Trust 1 17.1 Trust 27 103.5 29.5 
Trust 28 23.1 Trust 16 29.9 Trust 25 97.5 30.9 
Trust 3 21.5 Trust 28 23.1 Trust 16 99.8 29.9 
Trust 1 17.1 Trust 24 37.1 Trust 3 92.6 21.5 
Trust 18 26.9 Trust 18 26.9 Trust 28 104.6 23.1 
Trust 22 31.6 Trust 10 35.5 Trust 10 106.6 35.5 
Trust 10 35.5 Trust 22 31.6 Trust 18 97.6 26.9 
Trust 14 27.3 Trust 20 38 Trust 22 105.1 31.6 
Trust 25 30.9 Trust 25 30.9 Trust 14 86.8 27.3 
Trust 20 38 Trust 14 27.3 Trust 20 98.5 38 
Top third of ranked Trusts: 
Mean 20.10 
 
17.29 
 
86.61 18.21 
SD 7.89 
 
6.12 
 
9.52 6.70 
Bottom third of ranked Trusts: 
Mean 29.61 
 
32.47 
 
98.83 29.13 
SD 6.83 
 
4.51 
 
7.28 6.17 
p value p=0.0328* 
 
p=0.0002* 
 
p=0.0195* p=0.0080* 
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Table 6.11. Ranking of Trusts according to organisational health scores (Staff 
Wellbeing and Patient Safety) with corresponding outcome data 
 
Ranking of 
Trusts 
according to: 
    
  
Ranking of 
Trusts 
according to: 
  
  
Staff wellbeing 
scores 
3yr HSMR SHMI 
Category of 
incident: 
patient 
accident              
% 
Patient 
Safety scores 
SHMI 
Category 
of incident: 
patient 
accident              
% 
Trust 23 79.82 71 7 Trust 5 95.8 27.5 
Trust 5 93.19 95.8 27.5 Trust 23 71 7 
Trust 11 101.56 89.8 15.4 Trust 29 94.5 27 
Trust 7 99.35 87.9 20.2 Trust 7 87.9 20.2 
Trust 26 87.86 94.7 17.2 Trust 8 75.8 15.8 
Trust 8 71.46 75.8 15.8 Trust 11 89.8 15.4 
Trust 16 83.33 99.8 29.9 Trust 12 91.3 24.4 
Trust 29 93.82 94.5 27 Trust 26 94.7 17.2 
Trust 9 107.32 106 27.8 Trust 24 100.8 37.1 
Trust 18 93.47 97.6 26.9 Trust 16 99.8 29.9 
Trust 27 106.7 103.5 29.5 Trust 27 103.5 29.5 
Trust 24 100.66 100.8 37.1 Trust 9 106 27.8 
Trust 28 104.09 104.6 23.1 Trust 17 99.8 17.9 
Trust 12 91.95 91.3 24.4 Trust 28 104.6 23.1 
Trust 3 88.45 92.6 21.5 Trust 1 101.7 17.1 
Trust 1 96.28 101.7 17.1 Trust 3 92.6 21.5 
Trust 14 89.88 86.8 27.3 Trust 14 86.8 27.3 
Trust 22 93.88 105.1 31.6 Trust 18 97.6 26.9 
Trust 17 104.56 99.8 17.9 Trust 22 105.1 31.6 
Trust 10 105.16 106.6 35.5 Trust 10 106.6 35.5 
Trust 20 98.51 98.5 38 Trust 20 98.5 38 
Trust 25 108.15 97.5 30.9 Trust 25 97.5 30.9 
Top third of ranked Trusts: 
Mean 88.08 87.83 19.00 
 
86.59 19.61 
SD 10.82 10.69 7.78 
 
9.50 7.43 
Bottom third of ranked Trusts: 
Mean 99.49 99.43 28.33 
 
97.81 30.24 
SD 6.68 6.49 8.15 
 
6.82 5.57 
p value p=0.0352* p=0.0304* p=0.0489* 
 
p=0.0259* p=0.0105* 
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Table 6.12. Ranking of Trusts according to organisational health scores (Efficiency and 
Communication) with corresponding outcome data 
 
Ranking of 
Trusts 
according to: 
  
Ranking of 
Trusts 
according to: 
  
Efficiency 
scores 
Category of 
incident: 
patient 
accident              
% 
Communication 
scores 
Category of 
incident: 
patient 
accident              
% 
Trust 5 27.5 Trust 23 7 
Trust 23 7 Trust 9 27.8 
Trust 7 20.2 Trust 5 27.5 
Trust 12 24.4 Trust 11 15.4 
Trust 9 27.8 Trust 7 20.2 
Trust 11 15.4 Trust 8 15.8 
Trust 8 15.8 Trust 29 27 
Trust 29 27 Trust 26 17.2 
Trust 24 37.1 Trust 24 37.1 
Trust 16 29.9 Trust 3 21.5 
Trust 28 23.1 Trust 28 23.1 
Trust 27 29.5 Trust 16 29.9 
Trust 26 17.2 Trust 12 24.4 
Trust 17 17.9 Trust 17 17.9 
Trust 1 17.1 Trust 22 31.6 
Trust 3 21.5 Trust 1 17.1 
Trust 25 30.9 Trust 18 26.9 
Trust 10 35.5 Trust 27 29.5 
Trust 22 31.6 Trust 14 27.3 
Trust 14 27.3 Trust 10 35.5 
Trust 20 38 Trust 20 38 
Trust 18 26.9 Trust 25 30.9 
Top third of ranked Trusts: 
Mean 19.73 
 
20.10 
SD 7.57 
 
7.89 
Bottom third of ranked Trusts: 
Mean 30.24 
 
29.31 
SD 5.57 
 
6.77 
p value p=0.0120* 
 
p=0.0371* 
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Figure 6.1. Graph showing Trust rankings for mean overall organisational health score 
with % incidents reported as an accident (p=0.0328) 
 
 
Figure 6.2. Graph showing Trust rankings for mean Patient Safety score with mean 
SHMI (p=0.0171) 
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Table 6.13 Ranking of Foundation Trusts according to organisational health scores 
(Mean overall score and Finance & Investment scores) with corresponding outcome 
data from the Monitor Report 
 
 
Ranking of 
Trusts 
according to: 
Monitor Report 
Ranking of 
Trusts 
according to: 
Monitor Report 
Overall mean 
organisational 
health score 
Financial 
risk*  
Governance 
risk†  
Finance & 
Investment 
score 
Financial 
risk*  
Governance 
risk†  
Trust 7 3 2 Trust 9 3 4 
Trust 11 2 1 Trust 29 3 4 
Trust 29 3 4 Trust 7 3 2 
Trust 9 3 4 Trust 26 3 2 
Trust 26 3 2 Trust 24 3 4 
Trust 16 4 3 Trust 27 3 2 
Trust 27 3 2 Trust 16 4 3 
Trust 24 3 4 Trust 11 2 1 
Trust 1 1 1 Trust 1 1 1 
*1=high risk, 5=lowest risk 
†1= likely or actual significant breach of terms of authorisation, to 4 = no concern 
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Table 6.14 Ranking of non-Foundation Trusts according to organisational health scores 
(Mean overall score and Finance & Investment scores) with corresponding outcome 
data from the Audit Commission 
 
Ranking of 
Trusts 
according to: 
Audit Commission 2012/2013 
Ranking of 
Trusts 
according to: 
Audit Commission 2012/2013 
Overall mean 
organisational 
health score 
Value for 
money 
conclusion 
Quality 
accounts 
conclusion 
Referral 
to 
Secretary 
of State 
for 
Health 
Finance & 
Investment 
score 
Value for 
money 
conclusion 
Quality 
accounts 
conclusion 
Referral 
to 
Secretary 
of State 
for 
Health 
Trust 5    Trust 5    
Trust 23    Trust 23    
Trust 8    Trust 8    
Trust 12    Trust 12    
Trust 17 except for   Trust 17 except for   
Trust 28    Trust 18  qualified  
Trust 3 except for   Trust 28    
Trust 18  qualified  Trust 3 except for   
Trust 22 except for   Trust 25 adverse   
Trust 10 adverse  referred Trust 22 except for   
Trust 14 except for   Trust 20 adverse  referred 
Trust 25 adverse   Trust 14 except for   
Trust 20 adverse  referred Trust 10 adverse  referred 
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6.5  DISCUSSION 
Having created a reliable and validated organisational health questionnaire, it was then used 
in acute NHS Trusts in England and a significant difference between Trusts was found. This 
study aimed to start investigating the implications of high or poor organisational health scores 
and hospital outcome measures from Dr Foster Intelligence, patient incident reports from the 
NRLS and also financial measures of success from the Audit Commission or Monitor 
Reports were investigated. The Trusts were ranked according to their different organisational 
health scores and then outcomes compared for the highest ranking compared with the lowest. 
The results were striking, and for the first time it has been shown that lower ranking Trusts 
for organisational health have a higher mortality rate (SHMI), and also a higher rate of patient 
incidents being reported as an accident (e.g. falls on the ward). The financial outcomes results 
are equally as interesting with for example 2 out of 3 of the lowest ranking Trusts for Finance 
and Investment having been referred to the Secretary of State for Health for failing to break 
even financially, compared with none of the other Trusts. 
 
This study is a useful first step into the implications of organisational health research, and 
certainly warrants further investigation, but limitations need to be considered. The sample of 
29 Trusts is not large, and is a self-volunteering sample, i.e. the Chief Executive or board 
volunteered for their Trust to take part, and so may be biased in that a. they maybe wouldn’t 
have wanted to take part if they thought their results would be poor, and b. for a Trust to 
engage in this sort of research and distribute the questionnaire to staff, they are perhaps more 
likely to be a healthy organisation in the first place. Respondent sample size was also small 
for some Trusts, and it may be that only highly motivated keen staff completed the 
questionnaire, or conversely perhaps those staff wanting a route to complain or vent 
frustration completed it, creating bias. 7 Trusts were excluded from the study due to too small 
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a sample size to meet the minimum for a 95% level of confidence and 10% margin of error, 
to try and reduce this problem. To improve this to the 95% level of confidence with a 5% 
margin of error, 18 Trusts would need to be excluded, leaving only 11 to analyse, and so it 
was decided not to do this, and the former is adequate.  As discussed in the previous Chapter 
more innovative ways to collect organisational health questionnaire data is needed to improve 
uptake, perhaps in the form of a webapp so that staff can complete it more easily on a 
smartphone or tablet computer instead. Motivation and encouragement from seniors to 
complete it and also feedback of the data would probably improve respondent uptake as well.  
 
Out of all the hospital outcomes examined, it is interesting that only the ‘hard’ endpoints 
SHMI and the percentage of incidents reported as accidents that were statistically significant. 
It is striking that the health of the organisation correlates with the death of patients, but not 
with other ‘softer’ measures such as infection rate or readmission rate for example. There are 
several possible explanations for this. Perhaps different outcome measures need to be 
considered such as patient satisfaction scores or patient related outcome measures (PROMs), 
i.e. more subjective measures of patient satisfaction and experience. It may be here that 
significant correlations are found with organisational health.  It is not surprising that there 
was no significant correlation with some of the outcome measures selected, when some of 
them had very little variation between the Trusts. For ‘deaths in low risk conditions’ for 
example, 13 out of 22 of the Trusts studied had a rate of 0.6 or 0.7 with little variation away 
from this for the others (Table 6.6). This may because of the bias of the sample as discussed, 
i.e. all the Trusts included are self-volunteering and maybe all have similarly reasonable rates 
with little variation. With a larger sample size, correlations may become more obvious. It 
may be that the Trusts being compared are very different, for example a large inner city 
teaching hospital compared with a small rural district general hospital in an affluent area. 
THE ORGANISATIONAL HEALTH OF HEALTHCARE ORGANISATIONS: THE CONCEPT AND ITS MEASURE 
194 
 
Some hospital outcome measures are controlled for to an extent for factors such as the 
socioeconomic profile of the population the hospital serves, and with a larger Trust sample it 
may be possible to compare only similar Trusts and gain a more useful understanding. 
Another approach for future work would be to turn the sampling on its head, and for example 
compare the organisational health of the Trusts in the country with the lowest mortality rate 
vs. the highest to see what they score particularly well or poorly on. The same could be done 
for other measures such as infection rate or patient satisfaction scores.   
 
Causality is an important consideration with this theme of research. It is not difficult to 
imagine that a hospital that is financially sound under excellent leadership and management 
with efficient pathways, a robust safety approach with high staff wellbeing scores etc. will 
have better patient outcomes. It has already been seen what happens in the opposite 
environment as described in the Mid Staffordshire NHS Foundation Trust Inquiry. More 
investigation is needed to tease apart how the different aspects of organisational health are 
important, if indeed all of them are (for example in this study ‘resilience’ and ‘finance and 
investment’ were not significantly correlated with any outcome measures). It seems that if 
one organisational health theme correlates with an outcome, others do to. It may be that 
healthier organisations tend to score more highly for all aspects, and thus if they rank highly 
for one, they will rank highly for the majority of them. The lower ranking Trusts did not have 
significantly more patient incidents reported but did have a significantly higher incident rate 
reported as an accident. They didn’t consequently have a significantly lower incident rate 
reported as something else; it was more that all of the other types of incident were slightly 
less.  
If it is the case that organisational health is leading to high performance, then one would have 
expected all aspects of performance to be correlated to it rather than only the extreme 
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outcome of mortality, i.e. one would expect infection rates etc. to be significantly lower as 
these will impact on the death rate. This wasn’t seen, but perhaps only because of the reasons 
described earlier in this discussion. 
Another interpretation of causality is the opposite one: perhaps high performing organisations 
report better organisational health because staff are happier and more motivated etc. as a 
result. People enjoy being part of a winning team, and high performing teams tend to attract 
higher calibre employees and thus success feeds on itself. Staff wellbeing however is only 
one element out of eight parts to the questionnaire and if this hypothesis was true, one would 
expect this element to correlate much more strongly with the outcome measures than others 
which doesn’t seem to be the case.  
 
It needs to be considered that the organisational health questionnaire result will depend to an 
extent on the individual’s mood and recent events affecting them when they complete it – it is 
a snap-shot in time and this is a source of bias. Ideally this could be improved by having 
constant organisational health data collection throughout the year. For example the staff 
population could be randomly divided into 12 subsets, and each subset complete the 
questionnaire each month, with real-time feedback to the Trust Board and respondents. This 
could allow for the effect of certain events on organisational health to be observed e.g. a cut 
in funding, the closure of a department or the change in a Chief Executive.  
Only Trust level organisational health scores were considered in this study so that they could 
be correlated with outcome measures that are more readily available at this level. Further 
research could look at departmental or group outcomes, to compare teams within an 
organisation or between Trusts. 
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6.6  CONCLUSIONS 
This study has shown for the first time that acute Trusts ranking highly for organisational 
health have a significantly lower mortality rate (SHMI) and lower rate of incidents being 
reported as accidents. Although not statistically proven, they also appear to have better 
financial outcomes. Further research is needed in this interesting and innovative field to 
investigate this further. 
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CHAPTER 7 
GENERAL DISCUSSION 
 
 
7.1 CHAPTER OVERVIEW  
This chapter is an overall discussion of all of the work contained within this Thesis. It is 
made up of a brief overview of the background to this work, to set it in context, and then is 
followed by a summary of the key findings. The methodological considerations are discussed 
as are any limitations to the studies undertaken and their results. Policy and managerial 
implications are discussed together with recommendations for future work to continue this 
research theme. Further discussion regarding organisational health as a theoretical concept is 
discussed in the final chapter, chapter 8.  
 
7.2  BACKGROUND 
The demand for healthcare resources continues to rise, as does the cost of new treatments and 
technologies. Combined with a struggling global economy, in 2009 the NHS chief executive 
suggested ‘we will need to release unprecedented levels of efficiency savings between 2011 
and 2014 – between £15 billion and £20 billion across the service over the three years.’ 11. 
In the same year, the NHS Institute for Innovation and Improvement (NIII) published a 
report: ‘Organisational Health: a new perspective on performance improvement’12 that is  
essentially a brief narrative overview of the organisational health literature. Introduced by the 
Chief of Service Transformation at the Institute, she suggested that recent focus in the NHS 
of performance management efforts on immediate payoffs and short-term targets may be a 
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risky long term strategy. Leading companies are focussing on both organisational 
performance and also organisational health. Part of this report concentrated on company 
reports from the management consultancy firm McKinsey and Company. In 2011 they 
summarised their work further in the book ‘Beyond Performance. How Great Organisations 
Build Ultimate Competitive Advantage’ 14. They describe how focusing only on performance 
is not enough and they define organisational health as ‘the ability of an organisation to align, 
execute and renew itself faster than the competition’ so that it can sustain exceptional 
performance over time. They identified nine elements of organisational health that influence 
financial performance 15, and from company reports have shown ‘the healthiest companies 
are more than twice as likely to earn above their industry’s median profit margin’.  
This concept of organisational health however is not new, and has been in the literature since 
the 1950s when Chris Argyris published ‘The Organisation: What makes it healthy?’ 1. He 
suggested ‘a healthy organisation is one that enables mature human functioning’. In 2004, 
Shoaf declared a more useable definition as, ‘Organisational health  blends  the pursuit of 
individual wellness with organisational effectiveness (that can be optimised with 
contemporary business improvement initiatives such as Lean and Six Sigma) to yield a 
strategy for economic resilience’2. 
From The Mid Staffordshire NHS Foundation Trust Inquiry 18: ‘Appalling standards of care’ 
were reported at the Mid Staffordshire NHS Foundation Trust, England with estimates of 400 
to 1,200 deaths in excess of that expected from 2005 to 2008. The Inquiry Chairman, Robert 
Francis QC, concluded that patients were routinely neglected by a Trust that was preoccupied 
with cost cutting, targets and processes and which lost sight of its fundamental responsibility 
to provide safe care. ‘It was possible to identify concerning features about the culture of the 
organisation and those within it which were both symptomatic of the Trust’s systemic failings 
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but also were in part their cause’. Findings of the report include: ‘a culture of bullying and 
fear was prevalent in the Trust among staff’, ‘the importance of meeting such targets was 
such that from top to bottom of the organisation there was a fear that jobs could be lost if 
targets were not achieved’, ‘...this led to a lack of focus on what was right for the patient and 
even to pressure among some staff to fabricate records’, ‘staff morale has been low. But it 
was low before that, fostered by the constant pressure to reduce staff, the consequences of 
having to work on understaffed wards and confront the problems I have described’ and ‘there 
was much evidence of a lack of openness.  This manifested itself in a number of ways. For 
much of the time under review the board undertook much of its business in private, and 
latterly entirely so’. He concluded: ‘A culture including all these elements does not develop 
overnight but suggests a long standing lack of positive leadership at all levels.  It is vital that 
it is changed’. The failings in this unhealthy organisation ultimately led to poor patient care 
and outcomes. 
With this background, this Thesis explores a new area of research, the organisational health 
of healthcare organisations. The ultimate aim being to develop a validated reliable 
measurement tool for organisational health in acute NHS Trusts and to correlate 
organisational health metrics with hospital outcome measures, with a view to improving 
patient care. 
 
7.3  KEY FINDINGS 
As this field is relatively new to healthcare, a systematic review of the organisational health 
literature was first performed (Chapter 2). Business / finance and education were the most 
common fields and three main schools of thought emerged to describe the concept of 
organisational health. The first, and the most advanced in terms of published empirical 
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studies is from the education literature and links elements such as leadership, resource 
support and academic emphasis with examination result outcomes. These are based on the 
original theoretical elements of organisational health proposed by Miles 17.  
The second is from the fields of occupational health, job stress, organisational psychology 
and workplace health promotion. A healthy organisation in this context is essentially one that 
is healthy for its members or employees, in terms of environmental, physical, mental and 
social factors. Measures in this case include high levels of reported employee satisfaction, 
and low levels of absenteeism. Individual health is the goal, and those individuals are part of 
an organisation. 
The third and the most useful when considering large complex healthcare organisations is a 
systemic approach that perceives the organisation itself as healthy or unhealthy. Most 
versions of this theory are ‘future-based’ in that the resilience and ability of the organisation 
to be successful not just now but in the future is paramount e.g. ‘organisational health 
includes a company’s ability to function effectively but also its ability to grow and 
develop’46. 
 
From this study it was clear that little research has been done into organisational health in 
relation to healthcare organisations, which are clearly very different from financial businesses 
or schools. A qualitative interview study based in Grounded Theory was thus performed 
(Chapter 3) to establish the broad themes of organisational health for an acute Trust, and 8 
were established: Strategy, Resilience, Leadership & Management, Staff Wellbeing, Finance 
& Investment, Patient Safety, Efficiency and Communication, each with its own sub-themes.  
 
Having established these themes, Chapter 4 explains the process of creating a validated and 
reliable measurement tool for organisational health, in the form of a staff questionnaire. The 
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interview coding structure was used to establish items for a pilot questionnaire that was used 
in an acute NHS Trust, and then exploratory factor analysis was used to reduce the items and 
establish construct validity and reliability for a final questionnaire. Confirmatory factor 
analysis confirmed goodness of fit between the factor model proposed and the data collected 
in the same Trust using the final questionnaire. 
 
Having created a valid and reliable organisational health questionnaire for acute NHS Trusts, 
data was collected from nearly 10,000 staff in 29 Trusts in a national study in England within 
NHS London, NHS South and NHS North. Data analysis revealed considerable variability, 
and a significant difference in organisational health scores between different Trusts (Chapter 
5). 
 
Leading on from this, Chapter 6 aimed to answer the question, do acute Trusts that score 
highly for organisational health perform better? i.e. do they have better outcomes for patients 
or improved measures of financial stability? Indeed it was shown that the higher ranking 
Trusts in the sample for organisational health, had significantly lower patient mortality rates 
and also a lower rate of patient accidents within the hospital. 
 
In summary, this Thesis has contributed to new knowledge by: 
 Exploring the field of organisational health literature in a scientifically systematic 
manner 
 Establishing the themes of organisational health in acute NHS Trusts 
 Creating a reliable and validated organisational health measurement tool for acute 
NHS Trusts 
 Evaluating the use of the organisational health questionnaire in acute NHS Trusts 
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 Establishing a statistically significant link between organisational health scores and 
hospital outcome measures in acute NHS Trusts 
  
7.4 METHODOLOGICAL CONSIDERATIONS 
A range of methodologies were used in this Thesis to fully understand organisational health 
and to develop and collect data using a reliable and validated measurement tool in the most 
rigorous way possible. Systematic review was used to provide an exhaustive summary of the 
current literature relevant to the research question. The organisational health systematic 
review considered all fields, as little is published in the healthcare literature. Qualitative 
methods based in Grounded Theory, including semistructured interviews were used in 
Chapter 3 to explore the concept of organisational health in healthcare in a detailed and 
rigorous manner. 
A highly meticulous stepwise process was performed to create a pilot questionnaire to 
measure organisational health, and reliability as well as face, content and construct validity 
was subsequently established with factor analyses (exploratory and confirmatory). 
On using the questionnaire in acute NHS Trusts, consideration was made to any sources of 
bias and also sampling adequacy, including the recognition of any skipped items. 
 
7.5 LIMITATIONS 
On reviewing the studies in this Thesis, there are several limitations to the work presented. 
The organisational health systematic review may have missed relevant publications, but 
narrow search terms were used to produce a focussed piece of work. The terms 
“organisational health” and “healthy organisation(s)” were searched for, so relevant papers 
under, for example ‘healthy company” may have been missed, but a thorough search of the 
reference lists of included papers should have minimised this. Nearly half of the references 
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were from the grey literature, highlighting the fact that many authors in the management 
psychology and business fields publish books or reports rather than peer-reviewed papers for 
publication in the academic literature. 
 
Transferability of the research presented needs to be considered. The interview study was 
performed at 2 Trusts in central London, and the data collected for the factor analysis was 
also from one of these Trusts. However, considering the themes that emerged, I think they 
could equally apply to other acute Trusts in the country and to hospitals in other similar 
healthcare systems abroad. 
 
Ideally more than 29 Trusts would have been involved in the national organisational health 
study (Chapter 5), although this is still a reasonable sample for an exploratory study. This 
recruitment would have been difficult to improve, as it involved liaison between cluster 
Strategic Health Authority Chief Executives and Trust chief executives, and one region in 
England declined to become involved. 
As with many questionnaire studies, relatively small sample size is a limitation, due to poor 
uptake. This may have been partly because some Trusts did not wish to send a message to all 
staff via email to complete the questionnaire and instead posted it on the hospital intranet 
page which would not be as obvious. Email distribution lists may not be accurate and not all 
healthcare workers use email regularly e.g. a nurse on a busy ward with limited access to a 
computer. Small sample size was dealt with in Chapter 6 by excluding the data from the 
Trusts that did not meet the minimum sample size required statistically. 
 
The results from the organisational health questionnaire also need to be taken in context, in 
that it will depend to an extent on the individual’s mood and recent events affecting them 
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when they complete it – it is a snap-shot in time and this is a source of bias. Ideally this could 
be improved by having continual organisational health data collection throughout the year. 
 
7.6 MANAGERIAL AND POLICY IMPLICATIONS 
The implications of the research findings in this Thesis could be far-reaching as for the first 
time, a validated reliable tool exists to measure organisational health in acute Trusts. The 
study in Chapter 6 has shown that the higher ranking Trusts in the sample had significantly 
lower patient mortality rates and a lower rate of patient accidents in the hospital. They also 
had fewer negative financial reports but this was not proven statistically. 
 
From The Mid Staffordshire NHS Foundation Trust Inquiry it is clear that a management tool 
such as this is needed. It could not only highlight Trusts at risk for poor patient outcomes, but 
also with 8 different themes, it could open up a whole new understanding of which areas of a 
healthcare organisation impact differently on patient care. For example, is it Trusts that score 
particularly poorly on leadership and management elements, or communication elements that 
have a worse did not attend (DNA) rate in the outpatient clinic? How important are efficiency 
scores on length of stay or cancellation rates? If this can be unravelled, then not only is there 
a way of highlighting particularly well performing Trusts to learn from them, or picking up 
Trusts at risk of harm to their patients, but it enables a way of diagnosing what the key 
problems facing that Trust may be. This could be invaluable for healthcare management at all 
levels. Currently, if it is found that one Trust has a higher infection rate or longer length of 
stay than another, it is difficult to know what to focus on to improve it. Further work in this 
field could enable focussed organisational change. If for example Leadership and 
Management scores are particularly poor then a change in leadership or leadership skills 
training, together with a programme of management courses or mentorship may be enough to 
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focus on to improve matters. Organisational health scores could then be reassessed to see in a 
quantitative way whether the interventions have worked, and then the effect on outcome 
measures could then also be observed.  
 
In terms of policy implications, governments are increasingly turning to science as a basis for 
policies they make and the need for an ‘evidence base’ is paramount. This work for the first 
time provides research evidence that measuring organisational health in acute Trusts may 
have benefits in being able to improve patient care. Compulsory Trust involvement with 
organisational health assessment in conjunction with for example Care Quality Commission 
(CQC) checks would enable far more comprehensive data collection, and remove the self-
volunteering bias that currently exists.  As discussed previously with an easy to distribute 
webapp to collect the data, monthly ‘real time’ feedback of organisational health would be 
possible. It could replace the current ‘NHS Staff Survey’ with associated cost savings and 
also help avoid staff ‘survey fatigue’.   With further research and analysis of Trust variation 
in organisational health scores, outliers could be identified to learn from those with better 
scores and to establish a ‘minimum standard’ so that interventions can be put in place for 
improvement to reduce harm to patients. It could enable benchmarking between Trusts, and 
even between different healthcare systems in other countries. 
 
The healthcare systems of the future may place as much emphasis on collecting 
organisational health data, as collecting organisational outcome data. 
  
7.7 RECOMMENDATIONS FOR FUTURE WORK 
Future work initially needs to address limitations discussed above, and requires a study 
collecting organisational health data from a larger sample of acute Trusts, with a better 
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uptake rate from staff to have a larger sample of  data. I think this would be achievable by 
promoting the findings of the studies described that would encourage more chief executives 
to become involved at their Trust. A weblink from a staff email to complete the questionnaire 
has limitations and could be replaced with a webapp that opens across platforms and on a 
mobile phone device or tablet to improve respondent numbers.  
Continuously collecting data throughout the year would also be of far more use. If for 
example there are 6,000 staff, by distributing the webapp (by email, text message or website) 
to 500 staff each month, then continuous data collection and feedback to Trusts would be 
possible. It would then be possible to see the effect of a particular intervention on the health 
of the organisation e.g. the effect of a change in leadership, or particularly good or bad 
publicity or even seasonal changes throughout the year.  
With demographic data it would also be possible to examine responses from different patient 
groups, e.g. nurses vs doctors vs managers, or departments e.g. medicine vs surgery vs 
anaesthetics. To make this really worthwhile, group level outcome data would also be needed 
to make a meaningful comparison of the effect on care delivered. This may also highlight 
areas within an organisation that score particularly well, and others that score particularly 
poorly, which when grouped together at Trust-level simply give a mediocre score that misses 
these nuances.   
Whilst in liaison with Trust executives, it also became clear that other kinds of Trust may 
benefit from this research, for example Mental Health Trusts or Ambulance Trusts. A 
qualitative study would be needed to see if themes of organisational health are different for 
these kinds of organisations so that some items may be different in the questionnaire. 
Relevant outcome performance measures would also obviously be different for these 
organisations. The effect of organisational health on the length of admission for patients with 
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depression in a Mental Health Trust for example, or the effect on ambulance arrival times at 
the scene of a cardiac arrest for an Ambulance Trust. 
Finally international comparisons of organisational health could be established by matching 
for similar-sized hospitals in Europe and North America or further afield. Benchmarking 
nationally, and also internationally would then become a possibility to identify highly-scoring 
hospitals to learn from, and to spot outliers and be able to take action leading to the 
improvement of patient care. 
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CHAPTER 8 
ORGANISATIONAL HEALTH AS A THEORETICAL 
CONCEPT 
 
 
8.1  CHAPTER OVERVIEW 
From chapter 2, it is clear that the literature describing organisational health is from a broad 
background, with little based in healthcare, but this chapter describes how work in this Thesis 
has added to this and shown for the first time it may have important implications for the 
healthcare sector. The theoretical concept of organisational health is discussed, divided up 
into 3 main parts; definitions of organisational health, elements of organisational health, and 
measuring organisational health and its relationship with organisational performance. 
 
8.2 DEFINITIONS OF ORGANISATIONAL HEALTH 
Organisational health encompasses more than simply organisational effectiveness, but also 
employee wellbeing and the organisation’s ability to develop and survive for future success. 
10 sources in the literature specifically state a definition of organisational health (Table 8.1) 
and since the mid-1960s, although the phrasing has varied, there is a remarkable similarity 
between them. Most definitions combine the 3 key themes - organisational effectiveness, 
employee wellbeing and also the organisation’s future development and survival, e.g. 
‘organisational health blends the pursuit of individual wellness with organisational 
effectiveness (that can be optimised with contemporary business improvement initiatives 
such as lean and  six sigma) to yield a strategy for economic resilience2.  
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Table 8.1. Sources reporting definitions of organisational health 
1st author, 
year, 
country, 
field* 
Definition of organisational health 
Argyris1 
1958, USA, 
[d] 
...a healthy organisation is one that enables mature human functioning... 
Clark28 
1962, USA, 
[d] 
...an organisation is a healthy one if its members observe certain unstated but uniform codes of 
behaviour which they accept as normal provided these codes produce behaviour which allows 
all levels of the organisation to meet two requirements: maintenance of the status quo, and 
growth 
Miles17 
1965, USA, 
[b] 
A healthy organisation [in this sense] not only survives in its environment, but continues to 
cope adequately over the long haul, and continuously develops and extends its surviving and 
coping abilities 
Rosen37 
1991, USA, 
[d] 
A healthy organisation or company is the combination and coordination of people and 
practices that produce exceptional performance with a core set of humanistic values 
Jaffe21 
1995, USA, 
[c] 
If effectiveness is defined as meeting goals (profit, production, service and continuity) then 
Organisational Health adds a further dimension, asking questions such as ‘how well does the 
organisation treat its people?’, ‘what are the connections between traditional measures of 
effectiveness and the health and wellbeing of people within the organisation?’, ‘do effective 
organisations also support employee growth and development needs? and ‘what is the morale 
and level of satisfaction of employees and communities touched by the organisation? 
Miller44 
1999, 
Australia, [c] 
Organisational health provides an integrating framework for investigating individual and 
organisational influences on outcomes necessary for effective organisational functioning 
Lyden46 
2000, USA, 
[d] 
Organisational health includes a company’s ability to function effectively but also its ability to 
grow and develop. It encompasses corporate culture, organisational stress, organisational 
commitment, ethics and employee morale to allow a better look at the ‘big picture’ 
Hart47 
2001, 
Australia, [c] 
…emphasizes the need to simultaneously focus on employee wellbeing and an organisation’s 
‘bottom-line’ (financial, social and environmental performance)… its performance in these 
areas will affect its ongoing health and viability as a business or work organisation. 
Shoaf2 
2004, USA, 
[f] 
Organisational health blends the pursuit of individual wellness with organisational 
effectiveness (that can be optimised with contemporary business improvement initiatives such 
as Lean and six sigma) to yield a strategy for economic resilience 
De Smet49 
2006, USA, 
[d] 
The prevalent qualities and practices of an organisation today that help sustain performance 
tomorrow 
*Field of research: b=education, c=psychology, d=business/management, f=manufacturing 
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8.3 ELEMENTS OF ORGANISATIONAL HEALTH 
Numerous elements of organisational health have been described in the literature (Table 8.2), 
many of which include goal focus and alignment, staff morale and happiness, and resilience 
and innovativeness. Effective management, evaluation and feedback to staff, communication, 
adequate utilisation of staff and supplies and also a focus on quality were also the most 
consistent elements and could apply to any organisation, including those within healthcare. 
 
The number of elements has generally increased with time and many of them are common to 
several of the sources. The earliest source was Bennis with adaptability, identity and reality 
testing16, but the most reproduced stem from the 10 theoretical ‘Miles criteria’: goal focus, 
communication adequacy, optimum power equalisation, resource utilization, cohesiveness, 
morale, innovativeness, autonomy, adaptation and problem-solving adequacy17. The work in 
this Thesis for the first time establishes elements for acute healthcare organisations by 
qualitative study. Headings may be too broad to separate elements for healthcare from other 
forms of organisations. For example ‘safety’ is common to industry and many organisations 
but clearly has a unique meaning in an acute hospital regarding patient safety. The same 
applies to other elements for example communication or resilience. 
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Table 8.2. Sources reporting elements of organisational health 
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*number of + corresponds to number of dimensions e.g. ++ implies 2 dimensions, e.g. ‘communications are clear and timely’ 
and ‘people are kept informed about what is going on’ under the element ‘Communication’. 
Field of research: a=systems science, b=education, c=psychology, d=business/management, e=healthcare, f=manufacturing 
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8.4 MEASURING ORGANISATIONAL HEALTH AND ITS RELATIONSHIP WITH 
ORGANISATIONAL PERFORMANCE 
The majority of the studies looking at organisational health and performance outcomes (Table 
8.3) are from the education literature. These are based on using a questionnaire developed to 
measure theoretical elements of organisational health initially proposed by Miles17 and also 
Parsons55, and then correlating the results with outcomes such as school examination results. 
The numbers involved were variable and the correlation between health and performance was 
positive but variable in strength.  The largest piece of work recently on organisational health 
however has been undertaken by McKinsey and Company using a questionnaire to measure 9 
characteristics that give a score for the 5 dimensions of complementarity, renewal, alignment, 
execution and resilience. It is limited in that it is a company report with limited description of 
the academic methodology behind its creation and thus it is subject to obvious bias. 
 
The only work in healthcare was a recent study103 in 2013 limited because it adapted a model 
from education to create a questionnaire used in a small sample of 300 staff at 7 hospitals in 
Iran (including a psychiatric hospital) and showed a correlation with 2 of the dimensions with 
hospital performance indicators including bed turnover interval, total hospitalisations and 
total bed occupancy day (p<0.05). It is hard to make any meaningful conclusions from this 
study as the model used was developed for schools rather than hospitals and the sample size 
is small. It is also questionable how useful for example ‘total hospitalisations’ is as an 
outcome measure for hospital performance. 
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Table 8.3. Organisational health measurement questionnaires 
1st author, 
year, 
country, 
field* 
Questionnaire details 
Numbers 
used 
Link to organisational performance 
Kimpston30 
1973, USA, [b] 
Organisational Health 
Description Questionnaire 
(OHDQ) measuring 5 factors 
developed to test 8 of the Miles 
criteria17 against the most and 
least innovative schools. 
1134 faculty 
members in 
20 schools 
- 
Hoy32 
1987, USA, [b] 
44-item Organisational health 
inventory questionnaire (OHI) 
measuring 7 dimensions based 
on concepts from Parsons55. 4-
point Likert scale. 
1131 teachers 
in 78 
secondary 
schools 
Academic emphasis, staff affiliation, collegial 
leadership and overall organisational health score 
significantly correlated with student performance 
variables50. 
Hoy42, 1997, 
USA, [b] 
45-item Organisational health 
inventory for middle schools 
(OHI-RM) measuring 6 
dimensions. 4-point Likert-type 
scale. 
86 middle 
schools 
(1) All elements apart from ‘principle influence’ 
significantly related to student achievement 
scores in mathematics, reading and writing42. 
(2) Moderately positive relationship between the 
overall OHI-M indicators and reading scores52. 
(3) Weak positive relationship for principal 
influence and a strong positive correlation for 
resource support for the 2006 math scores53. 
Hart45, 2000, 
Australia, [b] 
54-item School Organisational 
Health Questionnaire measuring 
11 dimensions of school 
organisational climate and 
teacher morale. 
1520 teachers 
from 18 
primary and 
26 secondary 
schools 
- 
De Smet15, 2007, 
USA, [d] 
McKinsey’s Organisational 
Performance Profile (OPP) 
survey measuring 9 attributes 
115,000 
individuals 
from 231 
organisations 
Strong correlation between health scores and 
financial performance. Companies in the top 
quartile were 2.2x more likely than those in the 
bottom quartile to have an above average 
EBITDA margin, 2x more likely to achieve 
growth in enterprise or book value and 1.5x more 
likely to attain above median growth in net 
income and sales15.     
Khammarnia103 
2013 
Iran [e] 
7 dimensions, adapted Parsons’ 
model designed by Hoy32 
300 
employees in 
7 hospitals 
Significant correlation between ‘initiating 
structure’ and ‘institutional integrity’ dimensions 
with hospital performance indicators including 
bed turnover interval, total hospitalisations and 
total bed occupancy day p<0.05.  
 
*Field of research: b=education, d=business/management, e=healthcare, EBITDA Earnings before interest, tax, depreciation 
and amortization 
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The work in this Thesis adds to the literature as for the first time it describes the development 
of a validated reliable questionnaire tool using factor analysis based on an interview study 
specifically looking at the organisational health of acute hospitals. It goes on to demonstrate a 
significant correlation between organisational health scores and hospital outcome measures. 
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APPENDIX A  
INTERVIEW QUESTION STRUCTURE 
 
General Questions: 
 What is your role or job description within the Trust? 
 How long have you worked in this hospital or Trust? 
 How long have you worked in the NHS? 
 
Organisational level questions: 
 What do you understand by a healthy organisation? 
 What components do you think make a healthcare organisation successful? 
 What qualities do you look for in the Head of this organisation? 
 What would you say are the most important factors that make a hospital offer the best 
care for its patients? 
 How do you think this organisation compares with others? 
 What do you like about this organisation? 
 How would you make this organisation perform better? 
 What factors hold this organisation back or let it down? 
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Group level questions: 
 What makes members of your team or department work well together? 
 What makes your team or department work well with other teams? 
 What qualities or behaviours do you think make a great manager / senior? 
 How do you and your colleagues overcome difficulties at work? 
 How would you improve the way things are done in your department or office? 
 What would make it easier to change things for the better in your department? 
 
Individual level questions: 
 What do you think makes you do a good job at work? 
 What would you change to make your working life better? 
 What makes you look forward to going to work? 
 What makes you work harder? 
 What makes you happy at work? 
 Does anything make you embarrassed or ashamed to work here? 
 Are there any rules at work that you don’t like? 
 What makes you dread or worry about going to work? 
 What would make you want to take on more responsibility at work? 
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APPENDIX B 
EXAMPLE INTERVIEW TRANSCRIPT (ANONYMISED) 
I: So just as an introduction, this is all anonymous and anything you say is for research 
purposes, it’s not going to go back to the Trust or anything else.  There are no right 
or wrong answers, it’s just your views and opinions really and you’re free to stop at 
any time you like. Just as a start, can you explain your role and your description 
within the Trust? 
IV: I’m currently Head of Operations for x..  So head of operations is the most senior 
manager in the CPG, we report to the Clinical Programme Group Director which is x 
and X have changed that so that the person at the top of the pyramid is now the CPG 
director, who is a doctor, hence the reason he only might be interested in- that’s not 
the case in most trusts. 
I: Do you think that’s a better way of doing things? 
IV: I think it might well suit x, we can talk about that in a minute if you want to, I think 
there are a lot of pros to it, it does make other things more difficult but the 
academics, the health sciences centre, you can absolutely see why it’s been put in 
place.  So my role basically is head of operations, so I’m a senior manager, head of 
nursing and the other members of CPG board report to x but effectively I sort of 
oversee many of them, namely the nursing, prof and tech staff and then the doctors 
report through to the chiefs of service who then report through to x as well.  So 
that’s my role, it encompasses general management, operational, strategic 
development, financial management and all the workforce stuff. 
I: How long have you been within this organisation? 
IV: I came to X in 2000 as general manager for surgery, anaesthetics and critical care.  
So I’ve been in the trust since then because obviously it merged in 2007.  I’ve done a 
few different jobs, I became Deputy Director of Operations at X Trust in about 
2003/4 time and did all the performance management when they had star ratings and 
then it turned into the Healthcare Commission and the Care Quality Commission.  I 
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did a lot of that stuff when it was around so that was about regulation and went off 
and had a baby in 2007, came back, did a bit more of that and then jumped over into 
this role when [2.22], a previous person, left in December because I sort of fancied 
getting back into operational management again and, you know, my child was a little 
bit older and I thought I could.  Before that, I was at Guy’s Tommy’s doing a sort of 
service manager role for about five years. 
I: I’ve got three sections to talk about basically; one is organisations as a whole and 
breaking that down into groups and teams and departments and another part at the 
end is talking about individuals and how you sort of work and your time within the 
organisation.  If we start with organisations, what do you understand by a healthy 
organisation? 
IV: Well imagine if you measured a healthy organisation, you’d have high staff 
satisfaction scores, you would probably find a financially healthy company or 
organisation that was working according to the values that the board will have set 
and the mission statement be understood by people and people would be striving for 
the same goals.  It would have a good turnover, profit margin if it was private or if it 
was an NHS institution, it would be sort of breaking even or more.  Taking health 
down, you know, a literal aspect, you probably have sort of quite good health 
schemes to keep the staff healthy at work and the sickness rates would be low etc., 
etc.  But predominantly, the measures, your key performance criteria would be being 
met. 
I: In healthcare, in addition to those, what other components do you think make an 
organisation successful? 
IV: How you measure an organisation’s success would be the performance indicators, as 
I’ve said already but what makes organisations successful are probably living 
according to the values that the staff have told the organisation it wants to live and 
work by and that’s been agreed.  One of the ones here is innovation, care, respect, 
pride etc.  So allowing people space for innovation, in somewhere where the staff 
thinks that’s important.  This trust would be a good example because it’s got people 
who probably can create world leading change, people who do respect each other, 
care and respect, and the other one was team work.  I think in the most recent Trust 
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Values, teamwork’s not in there but it certainly was in the ones of the Aspire 
Programme in X x which was a few years ago.  Healthy organisations tend to have 
good teamwork so the aspects of the working day and how people work generally 
will contribute to the success of a Trust generally and you will see a very successful 
hospital in the UK is always seen as Papworth Hospital in Cambridge.  It’s small, 
it’s beautiful, they have very cohesive staff who’ve worked there for years and they 
don’t have a high turnover.  Another one’s Queen Victoria in East Grinstead, 
plastics, those small units where they’re all working towards the same goal, they’re 
super specialist, they get a lot of attention, they’ve got a high profile, everybody is 
working towards the common good of that specialist centre, which might actually be 
raiding other trusts of income, you never know.  But it’s always sort of small is 
beautiful and probably it’s much easier to have good teamwork, care [9.43] respect 
because you’re going to know people as you walk down the corridor and I think it is 
harder to deliver that in a really big trust.   
I: Do you think there are any other factors that make a hospital offer the best care for 
its patients? 
IV: Oh lots, yes.  I haven’t done teaching hospitals but in general, attract the high 
performing medical staff because they are generally super specialists, not just 
[10.08] teaching hospitals but, you know, Oxford, the teaching hospitals.  Generally, 
I think the level of clinical skill is high amongst the medical staff.  That can be the 
same for the other paramedical staff, you know, clinical staff but equally, the cost of 
living is very high in London so you get people who are sort of quite transient staff 
groups who might be excellent, like some of the Australians or people from overseas 
who are great but the turnover is such that the continuity is affected.  So I think the 
status and reputation and the specialisms of the hospitals can attract really, its 
location is what I’m trying to say, can affect the quality of the people in it. 
I: Do you think that turnover is a problem? 
IV: Yeah, absolutely, all London teaching hospitals have high turnover and we become 
experts in recruitment because you do it on a daily basis.  I don’t but I mean I’m sure 
some of the people in ITU do, literally recruit every other week, so that is a huge 
issue.  So I think location has a massive effect, reputation and history, so if you’re 
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one of those trusts that’s had a Healthcare Commission Review for example, you 
know, C-Diff deaths or something like that, your reputation and your morale would 
be affected by that, although sometimes those trusts actually rally round and do quite 
a lot to address that.  Some of those issues have been languishing for years, like mid 
Staffs for example, I’m sure they’ve got a fantastic programme of staff development 
now because they couldn’t not.  So that sort of stuff has an effect and equally, I think 
trusts in areas of low turnover, perhaps in the suburbs or Sussex or those kind of 
home counties, they suffer from not having enough turnover staff so don’t get new 
blood and new techniques taught to people, unhelpful cultures might exist for a long, 
long time but if you don’t have... 
I: To move people on to move things around. 
IV: Yeah, so that’s the opposite really isn’t it, so that has a big effect.  What was the 
question again [laughs]? 
I: What else makes a place successful or offer good care to its patients? 
IV: Clearly, obviously leadership, both clinical and managerial leadership and direction 
and, you know, the consistency of that and its quality is hugely important. 
I: That brings me on actually.  What qualities do you look for in the head of an 
organisation such as this? 
IV: Other than the obvious stuff about intelligence, experience, those sorts of things 
you’d have to be able to demonstrate to get a job like that.  I think in a place like 
this, I’m going to use a word that you might not want to type out but you need to 
have real balls.  You’re managing a huge number of people who are very eminent 
and been here for many years and they have to know where the boundaries are and 
how to be supported to do some of their eminence but also, not to take the mickey.  
The best doctor boss, as I put it, the best clinical managers that I’ve met have been 
people who have had the ability to draw the line, even with senior colleagues to 
them, being able to, in a coherent way, demonstrate why the boundary is there.  
Even though you’re very eminent, you bring in lots of private practice to the trust 
which creates income and you’ve got a great reputation, if you take the mickey in 
this area then the example is there for everybody else to follow and that just can’t be 
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done.  So that’s a huge, huge, huge quality and I think x and x, who are the medical 
directors here at the moment, have that and it makes a massive difference.  In terms 
of managerial, I’ve worked for several chief executives in this trust, in X, they’re all 
different, clearly, but sort of incisive.  They tended to be incisive people who have 
the ability to be quite ruthless at times.  I think that is important because sometimes 
there is no right way and you just need to create a way to go because not planning 
blight but the lack of decision making sometimes I think are worse than just literally 
making a decision.  Having the communication skills to communicate with the staff 
and say we could do three or four different things this instance but, you know, 
government strategy sort of says we need to do this and frankly, we’re going to do it 
and we just all need to be committed to that and move forward.  So being able to 
communicate a strategy and take people with you and admit that you don’t always 
know the right answers and it’s sometimes the best way to go, that sort of skill, you 
know, that personal...not charisma but integrity so people think okay, I’ll follow you 
and let’s all try and work to this aim.  Not everybody has that at all times, as you can 
imagine, but I’ve seen some really good examples of it as well.  
I: Do you think it’s important for people to be clinicians in those particular roles or do 
you think that makes a difference? 
IV: I don’t think the chief executive role needs to be a clinician necessarily but 
obviously the medical director therefore needs to be a medical person, providing 
they work closely together, that doesn’t matter.  The chief executive currently is x 
although because of the way this trust is, x sort of assumes a lot of that responsibility 
but x is a doctor, I think there are benefits to that.  But previously at X, we had x 
who wasn’t a doctor, he was very incisive and very experienced and he worked very 
closely with the medical director and there was no room between them.  So they 
were one and it sort of was a relatively similar style of management actually.  So it 
doesn’t have to be a doctor but then I think if it isn’t, the role of the medical director 
is even more important. 
I: How do you think this organisation compares with other healthcare organisations? 
IV: I have been here quite a long time but then I have moved jobs quite a lot so I defend 
myself but I like it because it creates a lot of opportunity.  I worked at before, which 
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is an interesting comparison.  I would say when I was over there, I was over there in 
the ‘90s and the academic side of thins was very evidence but nothing like as evident 
it was when I came over to X X because it’s part of, I’m sure things have changed 
now.  It’s almost like if you look at the NHS versus the academic, the balance was 
sort of, at, the NHS sort of overwhelmed the academic.  So I’m from a service 
delivery point of view but when I came over to X X and the heads of division for 
xwere also the clinical directors of the NHS divisions.  There was much more of a 
balance towards Imperial, you had to think about the research and academic agenda 
much more when you were planning your services and your posts in particular, like, 
you know, ‘well actually we need a senior lecturer, not an NHS appointment’, you 
know, ‘why’s that?’  ‘Oh because this particular service has historically delivered a 
lot of research income and we need to maintain that, otherwise you will find a 
budget deficit’, that sort of thing.  I hadn’t really ever had to consider that in a major 
way when I was at Guy’s Tommy’s.  I think Guy’s Tommy’s was a healthier 
organisation from the point of view it had a better reputation and it had more self 
confidence as an organisation than X X did because it had been a slightly unhappy 
merger, X X.  The old RPMS, which was X and X, was more of a sort of London 
teaching hospital but get through the work kind of place versus X.  I think it was 
much further apart x were. 
I: Geographically you mean? 
IV: Yes, geographically and actually culturally.  It was unhappier a merger so I don’t 
think the organisation was quite as self confident as x were.  Then x always had 
resources from their special trustees that always made things a little easier, trying to 
do big capital builds and things like that. 
I: What do you mean by that? 
IV: x have got a lot of bequeathments and extra funding and apparently, a very full wine 
cellar worth a lot of money.  But they’ve got hundreds of millions backing up.  Now 
they’re a foundation trust, you can’t put that on your balance sheet and all that sort o 
stuff but sometimes it helped if you wanted to do a very innovative scheme or a 
capital build.  There was some kind of confidence that these things might get funded.  
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It wasn’t really like that here.  That was my perception but in many of the 
operational issues, very, very similar. 
I: What else do you think made an unhappy merger or difference between those two 
organisations, X and X? 
IV: Well X, apparently in the early ‘90s, had merged with X x and they were called x.  I 
suppose X x and X are a bit more similar and they carved up a lot of the specialities 
between them, so like plastics was sort of carved up and burns and kids went to X 
and other stuff to X.  Now the specialty is the same, ENT, lots of paeds went to X 
and it sort of worked I think.  I wasn’t there, but I believe it.  Then, I can’t remember 
why, but they were demerged and merged with X because that was the old RPMS 
that sort of sat on its own as a special health authority of its own.  I think maybe to 
protect X a bit, I don’t know, they merged it with X and I think when that merger 
happened, I think a lot of the people at X took over a lot of the jobs at X and X sort 
of felt quite done to.  Culturally they’re very different and it was very difficult to 
merge systems and processes across the two sites because they were geographically 
further apart and they had been hugely different and X’s funding streams even had 
been different because they’d been historically funded from R&D monies 
underpinned huge amounts of their services.  X was just like... 
I: NHS. 
IV: Yeah. 
I: What do you think culturally was different? 
IV: I think from my perception of working there, X had more of your sort of Papworth 
feel about it, lots of very clever people who’ve been working together for years and 
collaborating on projects and lots of corridor conversations and smiles and ‘can I 
have a scan next week?’  ‘Yes of course you can’ because this is a research patient 
‘oh yes we must’.  They’ve got their own research scanner for MR, they had that 
very early on.  Perhaps sometimes a little bit unconventional in the way that they 
managed budgets and stuff but it sort of worked for them as the old RPM SHA 
research.  So it was an academic institution and had a culture around that and, of 
course, the X sort of management side of things because they managed a lot of the 
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post still.  X was just basically a London teaching hospital with specialist services 
that was trying to keep its head above water, financially, and keep its quality up.  It 
was very much the undergraduate training hospital as well, so it had a different feel 
and I think there was some snobbery around X X.  The chief executive, I believe x, 
when he was appointed, had been the X chief executive and x was the director of 
operations at X and he got the joint job, so there was a bit of that.  So I think 
snobbery and academic, I don’t know if that’s the right way to say it but I think I’ve 
explained that I think X probably thought they were a bit better than X and the 
people at X felt it.  But I wasn’t there at the time, it’s what I’ve been told by people. 
I: What do you particularly like about this organisation? 
IV: its breadth and the fact that that creates opportunity.  I also like the fact that it’s an 
academic institution because it means that if someone like me wanted to write a 
research paper, I really could find somebody to help me to do that and I’d get really 
good quality input and advice.  That’s a really nice feeling, to know that you’d be 
backed up by a lot of very brainy people, who are very experienced and could really 
help you.  Also, I’m not an academic, I’ve got a degree but I’m not particularly 
academic but I’ve got a lot of practical common sense and management and I think 
that the academic people around me sort of respect that, they’re not snobby about it, 
they’re not condescending because they think, you know, you need a certain level of 
intelligence to do a job like this but you don’t have to be an academic to manage.  In 
fact, I  think sometimes it helps to have a really good mix of people who are sort of, 
you know, good basic general managers who can sort things out but also understand 
things from an academic point of view.  So I like that, that you don’t get judged and 
also, you’re judged here on your reputation and your output and your merit, as 
opposed to any other spurious criteria.  So those are the main things I like about it.  
Also, you know, obviously you get to know loads of people over time and I’ve been 
treated here as a patient myself and would recommend my family to be treated here 
as well.  Even though some of the administrative systems or you might not get a 
smile every day, although we’re trying to address that as one of our programmes, the 
quality of the clinical care here would be as good as anywhere in London or the UK. 
I: What do you think you would do, do you think, if you could, to make this trust 
perform better? 
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IV: That’s a tricky question because obviously you sort of think about it every day.  I 
mean if you could clone some individuals who I think are very able and high quality 
and put them into all of the senior medical management jobs, that would help 
because I think there’s a range of abilities in all of the senior jobs.  I also think it’s a 
shame that some of the people skills of some of the people who manage services and 
deliver services are lacking and I don’t know how you really teach or change that.  I 
mean obviously you can try and do customer care and stuff but just being really 
open with people and engaging and explaining why it is you need to do things, it just 
gets lost along the way because people are sort of busy and it’s hard to communicate 
in this organisation now because people turnover very quickly and there are so many 
people to turn over.  So if you could keep some key people in post for a long time, 
particularly quality key people in post for a long time and provide that stability and 
long term nature of some of the management, that would really, really help.  All 
hospitals suffer from director turnover because they’re political organisations in the 
end and they suffer from a C-Diff scandal, right down to bodies in the chapel, do 
you remember that one? 
I: Yeah I do. 
IV: At x when their porter took a photo of some bodies in the chapel that weren’t 
covered up.  It was a complete stitch up but that chief exec lost his job because the 
public want a head to roll and actually, it’s so inappropriate sometimes because one 
unfortunate photograph hides the fact that some of these people, you know, if they 
could just stay in the trust a bit longer, they could deliver so much more.  Reducing 
turnover actually for people who didn’t want to turnover would make a big 
difference. 
I: How do you think you could do that then? 
IV: That’s a good question.  Well I  think actually, particularly in very senior posts, it is 
because there’s this culture now that if you don’t deliver at the top of an 
organisation, you’ve only got a couple of years and you’re out.  That’s sort of like 
the SHA or even sometimes right up to ministers who I think effect those changes.  
A chief executive recently told me that she was struggling to get life insurance or 
redundancy insurance or something, she couldn’t get it because her job was seen as a 
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high risk for redundancy job or high risk turnover because she’d reached the 
pinnacle of an organisation, not this one, but it was too high risk because they 
turnover too quickly so she couldn’t get insurance for whatever it was she was trying 
to insure, mortgage insurance.  That’s quite scary and people like me who are sitting 
at this level thinking do I really want to be a chief executive and be subject to the 
political whim of somebody because they don’t like what I’ve done or I haven’t had 
enough time to achieve what it is I’ve said I’ll achieve or circumstances conspired 
against me and now I’m going to be made an example of.  It’s that I would change, 
the political, because you don’t really, other than the chairman of BP or the chief 
exec of BP, who actually kept his job for quite a long time through the oil crisis, he 
has been toppled but it would be up to the BP board to make that happen.  But in the 
health service, higher powers do that to people and I think that’s really wrong. 
I: Talking about management in the NHS, there’s all this talk in the press about there 
being far too managers, the over management in the NHS, although a lot of people 
would argue that a similar size organisation to this in industry would have similar or 
even far more managers.  What do you think about the level of management or the 
number of managers? 
IV: I don’t think it’s particularly out of kilter with what it requires and I think, you 
know, if you do draw parallels with other organisations, you would find that.  I think 
sometimes, again, particularly in London because that’s my major experience, 
sometimes you’re desperate to try and find somebody who’s got the skills to do this 
management job, whereas if you were working at BP, you’d probably have 
somebody who’d been groomed for it for years and years and years.  So sometimes 
the pool of people you can put into management jobs is not quite as full as you’d 
like.  So I think sometimes the quality of the managers, not their fault but the 
training programmes that people get in blue chip companies for example would be 
much more comprehensive than what we had.  So I think maybe the quality of the 
people and the quality of our training is comparatively poor.  But numbers wise, no. 
I: Do you think less people are attracted into healthcare management? 
IV: I don’t know actually because I’ve been in it for a long time.  I don’t think I could 
answer that question, I don’t really think I know.  I think people think it would be 
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quite an interesting place to work and the government have tried to do things like put 
in the gateway scheme which is a scheme to particularly get people from non NHS 
organisations into NHS management.  Personally, I find it quite galling because 
you’re asking, you know, ex army people to come in. 
I: Yeah, get someone to walk in and do their job. 
IV: And you know, they often are quite good quality but I think well why is it that you 
have to create a gateway for people for senior management, why haven’t we done 
that from grassroots, I think it’s a bit poor, I think it’s just a sticking plaster to 
something they should address from the root cause.  But are we over managed, I 
think from an acute trust point of view, probably not hugely, maybe from a 
bureaucracy point of view where the government arranges a health service with 
provider purchaser split and SHAs on top of it, quite possibly.  [30.30] isn’t wrong I 
don’t think to review that, although his give it all to GPs, I think he’ll learn.  Half the 
GPs aren’t interested, half are and half aren’t, they’ll end up emulating some kind of 
former PCT consortia anyway because commissioning is something that they 
haven’t been taught to do. 
I: Are there any factors that hold this trust back or let it down do you think?  You 
mentioned communication being difficult, any other things? 
IV: Communication would be, the fact it’s so huge does mean you have to work a lot 
harder to communicate, that’s true.  I’ve often wondered, I think it’s a, culturally, 
very difficult organisation to manage and probably, if we did more work within X on 
management, because they’ve got a school of management, and we did a much more 
cross fertilisation between the school and the trust.  I think the school’s probably got 
some really good managers actually, who do manage in a public sector way but I 
think sometimes their approach is a bit more like a private sector because it’s a more 
profit and loss in research isn’t it, you’ve either got the money or you haven’t.  
Whereas here, the patients keep coming and it’s all sort of like you’ve got your 
budget set and you’ve got to not overspend on it, whereas in research, you’ve got to 
create your budget... 
I: Beforehand sort of thing. 
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IV: Yeah, and I wonder whether we should cross fertilise a bit more, that’s an 
opportunity we don’t really take up.  All the x I’ve ever met I think have been 
excellent.  So that could be one thing we could do better, I do think we’ve had a lot 
of turnover at trust board level since the merger and there are some people we’ve 
lost at that level who I think we didn’t necessarily mind losing and others we 
probably shouldn’t have lost.  I understand that that happens but that does create 
difficulties.  I think putting the doctors in charge is probably right for this 
organisation but I do think that the quality and the skill of the doctors in 
management, it varies hugely.  My own CPD director, x, he’s got a lot of balls 
basically and he’s quite tough and I think you have to be, and I don’t think all the 
others are.  That’s not their fault, it’s just that these kinds of people don’t grow on 
trees and I think if the trust really invested in the development of medical managers, 
chiefs of service initially, or we used to have in the old days.  We used to have a lead 
clinician and then a chief of service and then the clinical director and it was almost 
like a bit of succession planning.  But sometimes, these chiefs of service and lead 
clinicians are trying to hold down huge clinical workloads as well, as well as being 
dean for the undergraduates for the college or this, that and the other.  They’re 
spread too thin and they get hacked off with management because it starts to occupy 
too much of their day, then they bin it and move back into clinical.  I’ve seen two or 
three, one person particularly at X who was an excellent manager, a really nice 
approach but very tough and sensible, he’s just gone into clinical completely, he 
doesn’t want to know at all.  They sort of get their fingers burnt because they’re not 
supported properly.  You want somebody as a medical manager who’s got a lot of 
respect, particularly clinically from their colleagues, with the right sort of 
personality as well but you’ve got to give them space and time to do that job.  They 
often don’t give themselves space and time because they get busier clinically and 
then they’ve got the school fees to pay so they spread themselves very thin.  If you 
really, really, really want doctors in management, you’ve got to basically train and 
create the medical managers of the future, right from your level and so that person 
we think could be a medical manager.  But, of course, the medical establishment are 
difficult, if you’re a fantastic manager but clinically, you’re a bit ropey, the respect 
isn’t there.  So how can you tell me how to book my post operative, blah di blah 
patient when actually, you’re results are dreadful?  Those people tend to be the stars 
and they tend to be very busy and they never ever really have enough time to 
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commit to doing it properly.  It’s a bit better now than it was I have to say, 
particularly at CPD level but they still get stuff like that.  I think that’s a dilemma. 
I: We’ve talked about organisation, if we move on and talk about groups.  What do 
you think makes members of your team or your department work well together? 
IV: Obviously meeting regularly in a constructive way, not a meeting that drags on 
forever and ever and also, just speaking to people with respect, with a bit of humour.  
We’ve just had a meeting upstairs all about how to, I was going to use the words 
slash and burn but that’s probably not right, but how to be more efficient in our 
delivery of the admin and clerical service because we know times are really tough.  I 
just grabbed everybody into a room this morning for two hours and we had a really 
sort of full and frank conversation about stuff and I tried to make it quite humorous.  
But at the end of the day, you’re talking about people’s jobs and roles and who’s a 
bit lazy and who isn’t and just, at the beginning of it, creating the space to do that 
and just saying look, confidential this meeting but at the end of the day, put your 
cards on the table, which of your staff really are pulling their weight and which 
aren’t and which, if they went tomorrow, we wouldn’t, you know. 
I: Sounds like a difficult meeting. 
IV: No it wasn’t, they were fine.  Also x came up and set the scene a little bit as well, 
which was helpful but even if he hadn’t, I would have done it.  If they’ve got the 
respect and they know why we’re doing it, which is the trust is in trouble and we 
won’t be here next year if we don’t do this, it’s like ‘okay, I’ll do it’.  But if you 
don’t communicate with people and have enough respect to take them into the fold 
so they understand the direction then they won’t deliver for you.  Also, working as a 
peer group as well is really helpful because if one person starts to give up 
information, the other can’t really not so that’s always a very helpful thing to do.  
But I try to do it all in a very sort of respectful, pointed, what’s the word, you know, 
I was trying to sort of drive it through.  They knew that, I apologised and I said I 
know it’s been like two hours of red penning stuff but unfortunately that’s the 
situation we’re in, it won’t always be like this but hey ho and they’ve got some 
savings out of it. 
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I: What about different teams or departments working together with other teams, 
because sometimes that can be difficult, rather than within the same team? 
IV: Organisational development aspect of trying to get teams to work together can’t be 
underestimated.  Some people just naturally do that, they’re communicators and sort 
of open extraverts who try to tie things together and some people aren’t.  You just 
need to recognise that firstly in your teams and spot whether it’s causing tension and 
difficulty between them and try and address that when you see it.  Even individual 
members of staff, you sometimes realise there’s a barrier between them because 
they’re not the same type of people or whatever it is.  So having the skills to be able 
to either spot that and coach people through, I do a bit of coaching with people.  I’ve 
used Myers Briggs with people quite a lot because that’s a very good way of saying 
you and he are very different, here are your different profiles, they are completely 
opposite, no wonder you’re struggling but this is what he’ll be thinking when you’re 
saying that and this is what she’ll be thinking.  Doing some coaching at the interface 
of teams is important and I’ve done some team days and stuff like that.  They all 
take time to deliver and we don’t do an excess amount of them. 
I: What do team days involve? 
IV: For example, I remember at X, we were merging one ward team from one site, I 
think neurology moved from X X at one point and we had to move the nurses from 
one to the other so we just got them all in and did a team day and went through the 
trust objectives initially; care, pride, respect or whatever it was at the time.  
Anonymous post-its on the wall about what you wanted out of the new team, group 
discussion, you know, this person says they want to have respect, how might we 
deliver that, that kind of day.  A nice sociable lunch so people can have a bit of a 
chat over lunchtime, maybe saying what your fears and aspirations are about 
moving, how can people help you, that sort of thing.  It’s not rocket science but it’s 
just respectful to people to give them that space, to meet each other and work 
together.  So working on the OD aspects and having an OD strategy.  I’m not a great 
one for having strategies because I think you sometimes can misplace your 
resources.  I think having the ability to respond where you think you need to do 
these things is probably more important because we don’t really have time to do all 
of it all the time. 
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I: What qualities or behaviour do you think make a good manager or a good senior? 
IV: I think openness, somebody who has no ability to bully or harass anybody because I 
think there’s a lot of that around.  I think people, just their personalities are 
command and control is the way that I can manage my way through this very 
difficult situation.  I completely disagree with that but some people really can’t help 
themselves and I don’t know how you screen them out because it’s very difficult 
because they don’t demonstrate that at interview.  I suppose doing things like 360 
degree feedback from your team is the way to actually pick it up. 
I: Does it happen? 
IV: Yeah it does but it tends to happen to people- we were thinking about doing it for 
our team here because it’s often quite difficult to give feedback to people second or 
third hand.  So if you actually get them to do a 360, I think it’s a very, very powerful 
way of telling people where they are with their team.  But I also think it’s really 
important to have somebody to speak to them after that to go through their feedback.  
It tends to happen to people when they go on courses or apply for a development 
programme or something, they tend to have a 360 but I think they should do it more 
often.  But in terms of what makes a good manager, it’s your ability to respond to 
feedback but you’ve just got to be not like that, you’ve got to be open, a 
communicator and non judgemental, listener and someone who’s quite good at 
coaching.  Clearly some people are much more introverted and they tend to be sort 
of more thoughtful about how to manage things through.  I’m thinking of a 
colleague of mine who’s recently moved on who’s quite quiet but immensely good 
at thinking things through and planning.  But then if you notice that about yourself 
and surrounding yourself in your team with people who can perhaps do the 
implementation from your thinking and your planning.  So I’m obviously an 
extravert and chat a lot so I try and have a couple of people around me, or if I’m in a 
meeting, I’ll often ask people to go away and look at this particular issue and maybe 
look at some of the research around it or evidence and then come back with much 
more of a considered plan because they’ll come back with something probably a bit 
more thought through and detailed than I might have done.  So being able to know, 
not what your deficits are but where people compliment you and how important it is 
to recruit people to compliment you, not like you.  It’s very, very tempting at 
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interview to think what a lovely, chatty, whatever person, you think well she’ll just 
be the same as me.  So being able to think well actually, that person’s quite incisive 
and detailed and thinking about these things and I probably could do with that in my 
team, being big enough to recognise that and recruit to it.  It’s not something that 
people always do, so that’s a very important quality.  I mean there are many more. 
I: People have talked about bringing change and it being difficult to bring about 
change, there are always barriers or delays and it takes a long time, all those other 
problems.  What do you think would make it easier to change things in your 
department or do you think you have that, is that a problem do you think? 
IV: It’s easier to change some things and we’re trying to move one service from one site 
to the other and of course, the clinicians on the site we’re moving it from are very 
adverse to change and it’s been a very hard process.  We’ve tried to kind of get them 
onside and get them to understand it and they simply don’t agree, they don’t agree 
with the evidence, they don’t agree with the data, they don’t agree.  A lot of that is 
because they’ve been working there for many years, they’ve got huge relationships 
there but they do agree with the strategy of putting that service all onto one site 
because, you know, economy is a scale, financially is important but also, the volume 
outcome relationship for that particular service is demonstrable.  Their results are 
okay on both sites but the volume outcome, nationally, has been published as being 
really, really important.  So they don’t mind it being merged onto one site, so that’s 
your sort of hook really, the trouble is they don’t really agree.  What you then have 
to do, as I have done, is written an option appraisal as to why it should go to one site.  
Then from that, the recommendation follows and they don’t agree with the 
recommendation but in a sense, that’s the bit you have to tough it through, you can’t 
always get agreement. 
I: There are always going to be some people who don’t agree with whatever plan 
you’re trying to implement. 
IV: Yeah but you need to give them opportunity to see the reasons why you’re doing 
something.  There is some agreement about the reasons, the people who are 
obviously having to move from their site are the ones who are done to and don’t 
agree.  It’s tough, it’s what we think is the right thing to do, it’s what the trust’s 
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board, potentially, are going to think is the right thing to do and that is the whole 
point of having a trust board and a hierarchy.  To a certain extent, it’s like it or lump 
it.  Of course, try to deal with it as sensitively as possible, try to deal with individual 
situations as sensitively as possible but eventually, we’re not here to be friends with 
everybody and if it’s the right thing to do for the patients, we will do it, and the trust 
because, of course, it’s financially better to have it all on one site.  They’ll always 
think it was the wrong thing to do and they’ll always think there were personal 
reasons and whatever but it doesn’t matter.  It does matter but there’s nothing you 
can do about it so strength of conviction is a really, really important management 
skill.  Once you believe yourself that you’re doing the right thing, then you just have 
to push it forward, that’s what we are doing.  I used to work on the particular site 
who’d been disenfranchised and I do feel for them but equally, I still think it was the 
right thing to do. 
I: I we move on now to the last bit, looking at individuals, what do you think makes 
you do a good job at work? 
IV: I mean different people have different things that make them sort of tick but I like to 
be able to achieve and my profile is a bit of a complete tick off, I’ve managed that 
through and I’ve done something which I can then relate to the good of, you know, 
the public sector, the health service, the patients.  Indirectly, I think a lot of the stuff 
we do her does try and develop the quality of service for patients and I always try 
and maintain that link.  Clearly, if you sort a patient out who’s got a complaint or 
hasn’t been able to book their admission and you physically sort them out, that’s 
instant satisfaction in management.  Some people who progress from nursing to 
management, which many people do, often say they don’t get that instant buzz of 
I’ve saved someone’s life today or if I hadn’t called the doctor, what if.  I say no, 
you have to be in it for the longer game in management, you make sort of structural 
changes, well you should be constantly making changes and developments to make 
sure the services are safer and better delivered and you’d have to be in it for the long 
game.  So broadly speaking, I think I can pretty much say I do that most of the time 
and I’m used to the long game now because I’ve been there a long time.  Also, 
trying to empower people that work for me to do the same.  I also get quite a buzz 
out of getting people to do some of the stuff I was saying before, you know, my 
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coaching role in trying to get people to talk to each other who weren’t, who could 
then develop things, you know, try and break down barriers between people and get 
them to be a bit more open and accepting of people’s different types and styles 
around them.  Then I think that those personal relationships basically deliver a lot of 
what we deliver and poor interpersonal relationships are quite destructive.  So being 
able to sort out that and also, making an example of people who are taking the mick 
is very important.  It’s people seeing that you will actually have that conversation.  
Many times, I was just upstairs just now and I said we’re going to ask this particular 
lady to do some work, she’s underemployed at the moment, for a good reason.  I 
said ‘right, well she needs to work for so and so’.  ‘Crikey, who’s going to speak to 
her?’  I said ‘if necessary, I will’.  ‘Oh, no, no, no, I’ll speak to her’.  So very rarely 
do I ever have to do it, it’s just the fact I said I would means that they ‘okay, I’ve got 
some backing’.  I don’t want to be seen as the person who’s going to shy away from 
it but at the same time, if I really have to, I will, I don’t really want to speak to her.  
So it’s that kind of giving people some kind of confidence of back up in difficult 
decision making is really important as well. 
I: What do you think you could change to make your working life better, anything? 
IV: I mean there are elements of bureaucracy that get in the way of being able to push 
things forward but I’m not saying I disagree with them because if you don’t have 
structures and processes, there’s nothing to fall back on when things do go wrong.  I 
do get very frustrated with...I just wish everybody was able to be robust in their 
management, yet caring and communicative in their delivery.  A lot of people try to 
but for example, I was talking to somebody yesterday about a particular area of 
service where we’ve done loads and loads of process improvement around it but one 
of the fundamental issues is that doctors aren’t turning up on time or regularly 
enough or only if they’ve got PPs to do on this particular service that they provide.  
This has been happening for years and years and years, it’s like well why hasn’t 
someone done anything about that yet, ‘oh well because so and so finds it really 
diff...’  So I really wish that people were able to feel more able to have difficult 
conversations with colleagues, that confrontational conversation is a very hard thing 
to deliver and we probably don’t train enough in how to do it.  Without being 
authoritarian about it, it’s sort of like ‘so and so, you know, I know I’ve worked with 
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you for years and you’re a really good guy and your results are excellent but if you 
don’t turn up on time, the whole blah di blah falls apart and we are sort of 
monitoring it now, you are being monitored so you really do need to turn up’. 
I: There are ways to do it. 
IV: Yeah and a lot of people just shy away from those conversations, some people are 
very good at it and probably what we should do is do more managing difficult 
conversations training actually because if people don’t know what the boundaries 
are, they do take the mickey.  So that is something that I would improve. 
I: What do you think makes you look forward to go into work? 
IV: I find it quite fun, particularly this job.  I’ve had some jobs that have been more 
corporate, particularly when I was part time and I came back from mat leave, I 
oversaw the management for the 18 weeks target and stuff like that.  It suited me at 
the time because I knew what I was doing and I’d just come back from mat leave 
and frankly, you know... 
I: It’s what you needed at that time. 
IV: Yeah, I don’t know if you’ve got children but just sort of mentally felt you’d been 
hit by a bus.  It wasn’t particularly exciting and I do like the sort of cut and thrust of 
working directly with doctors and hearing firsthand about experiences of patients 
and thinking well I’m not having that, I’m going to sort out that board manager or 
give that person some support because clearly they’re struggling and no one’s 
helping them.  Yesterday, I was in the on call office at X and had a male patient to 
admit into place, only female beds and one of the duty managers said ‘oh well I 
haven’t got a bed state from blah di blah ward but I have from everywhere else’.  I 
said well why is that?  She really didn’t want to give it to me, I said ‘give me the 
phone’.  So I rang up, I said ‘hi, it’s [52.25] senior manager on call, can I have the 
bed state from your ward please because we’re just going through the admissions?’  
‘Err, yeah, we’ve got one male, one female’.  ‘Lovely, can we have your male bed 
for blah di blah patient?’  ‘Yes, of course’.  It’s silly isn’t it but it’s like don’t much 
us about, at the end of the day, we’ve got a patient who needs your bed, don’t try 
and avoid giving me a bed state because you want to protect your beds, it’s 
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outrageous.  So it’s nice, the manager was really grateful, which is quite 
embarrassing really because why, it’s only because I said I was senior manager on 
call but it’s sort of nice and fun to be able to sort of... 
I: Get results, achieve things. 
IV: Mmm, and also, tell people what’s acceptable and what isn’t.  A lot of people do just 
really think the health service is there to serve them, and a huge amount of people 
don’t but I like sorting out the 20%, there’s always the 80/20 rule, have you heard 
that? 
I: Yeah. 
IV: You know what it’s like, you’re a surgeon, 80% of any group of staff are brilliant 
and there’s 20% who take the mick and I like to sort them out because I think it’s for 
the greater good. 
I: What else makes you happy at work do you think? 
IV: Obviously personal interactions with people.  I’m a non clinician and I think it’s 
really nice interacting with people who have patients’ lives under their control, well 
not their lives but their health.  That’s really interesting, I find all of the work that 
people do very interesting, particularly surgery actually, interestingly.  But the 
personal interactions, I like the subject matter, I like the personal relationships and 
the ability to make changes that are hugely important for certain people at certain 
times in their lives.  You’re really in quite a privileged role I think, it’s not like 
you’re trying to sort out someone’s gas bill, you’re trying to sort out their health, 
you know how important that is.  So that makes me happy. 
I: What makes you work harder at work, or what would make you work harder, if 
that’s possible? 
IV: It’s carrot and stick I suppose, like if you know that you’re being monitored or 
there’s a deadline to reach.  I, for example, have got to go to trust directors on 
Monday because X’s going on holiday, so I’m going to take that file home over the 
weekend, which is something I try not to do because I’ve got a two and a half year 
old and frankly it’s hard to do any work over the weekend.  But I need to because I 
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need to familiarise myself with it so much more because I know I’ll be put on the 
spot.  So there’s that sort of when you’re being monitored.  So that’s the sort of stick 
side of it but, you know, just when people say thank you, that work was massively 
appreciated and realise that it was probably quite a lot to do but it’s made us really 
aware of X issue and now we’re going to effect X change and patients are going to 
benefit.  Sometimes you really can see something little like I did a back of a fag 
packet calculation to see if we could do some weekend working in cardiothoracic 
surgery using beds on the private wing and some staff to work over the weekend.  It 
still was in profit, it wasn’t so much profit because obviously you had to pay over 
the odds for people but it’s quite a profitable specialty and we’ve actually seen the 
numbers of the activity in cardiothoracics increase.  So it’s seeing that graph, it’s 
like ahh, it’s because of weekend working, I did that.  I didn’t do the work but I 
coordinated the green light being put to green because a lot of people said well we 
could do...so one day I just said right, emailed [56.23], did the calculation and said 
just do it from next Friday and these are the rules.  So seeing that graph increase is 
quite rewarding.  Actually we’ve stopped it, we sort of ran out of patients for now 
but we’ve bought the wait for inter hospital transfers to 48 hours for transfer and 
within five days surgery which it was much longer before.  So if you’re a cardiac 
patient in here, you’ll get your surgery within five days, definitely which is a better 
than a lot of other places in London and the reason we do that is so we can get more 
work in so it starts to oil the wheels.  It’s just a little thing really but I’m quite proud 
that we instigated weekend working. Now we’ve stopped it because we don’t need it 
anymore so it makes you work harder when you think that you’re going to make that 
sort of demonstrable difference. 
I: Does anything make you dread or worry about coming to work? 
IV: I haven’t dreaded work for quite a long time.  Over the years, I’m sure there have 
been a few.  If there was a big meeting, I used to dread it but I can’t remember 
which ones they were now.  I don’t know, if you’ve got a very difficult meeting with 
a member of staff that you’re not looking forward to.  I haven’t had Sunday night 
blues for years, I can’t remember the last time I did and I haven’t dreaded coming 
into work, a handful of occasions over the last ten years.  So no, not really but then, 
of course, I always think that’s an indicator that you’re in the wrong job, if you’ve 
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got Sunday night blues.  When I very first started at X X, I was really overwhelmed 
and I didn’t have the years of experience that I do now so prioritisation was really 
tough and people were constantly coming to me because they wanted something.  
That’s quite overwhelming and I probably did have an overwhelmed feeling then but 
as time goes on, no, not really. 
I: in the past you’ve obviously taken on more responsibility as you’ve gone up the 
ladder, what do you think has made you want to take on more responsibility or even 
from where you are now, what would make you want to take on more responsibility? 
IV: That’s a really good question.  When I was x, I was always quite a young manager, I 
started in x as service manager at 25/26 and being in the PCT for a few years before 
that.  I was green as grass but I knew I was but I knew I wanted to be in the 
excitement of an acute hospital.  After about four or five years, by year five, it was 
nice and comfortable and I knew what I was doing and then new people would come 
in, do two or three years and then they’d go out and get promoted.  There was one 
guy in particular, who’s now working at x actually.  I saw him come in, junior to me, 
green as grass as well but sort of caught up, bright bloke and then he said well I’m 
going to do two or three years and I’m going to go out of this job.  I was saying well 
I don’t think that’s really enough, if you turnover too quickly, it affects the staff.  He 
was like ‘I don’t care’.  After two or three years, he just sort of zoomed up and went 
and got another job which I thought was a huge job for him to do and he probably 
struggled in it for ages.  I sort of thought here am I sitting here, still doing that.  So it 
was sort of peer pressure really that made me move and to a certain extent, would 
make me move again or would have made me move again but because I’ve got a 
child now, I’ve allowed myself a little bit of consolidation time.  Actually, I was 
thinking this morning, I was talking to you about being a chief exec, you know, I’ve 
been for interviews for director jobs, director of operations at two or three places and 
I’m glad I didn’t get them because I really wanted to have a baby at the time 
actually, it was a bit more complex than that.  Now, I probably could go and be a 
director in a DGH somewhere but I don’t want to, this is obviously quite a big job in 
Imperial and you lose that real contact with the doctors and the direct staff and the 
ability to completely effect change at the patient level because you’re doing it from 
another step removed.  It’s not as much fun and the pressure is very much more 
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corporate pressure.  I probably will do that at some stage but it’s not so much the 
peer pressure now because I kind of know I could go and do it, I’m choosing not to. 
I: It’s quite a nice place to be. 
IV: Yeah, and I’m having fun and I’m actually only four days a week as well, I don’t 
work Fridays and I think it’s probably quite a hard thing to do, a director job, if you 
don’t work one day a week.  My child’s not at school yet so I think it’s fair.  So 
yeah, it’s mainly peer pressure, seeing young whipper snappers come up and 
overtake you, I didn’t used to like that.  But now, I don’t worry about it as much.  
How about you, what makes you? 
I: I guess you work on different skills as a year goes on I guess and then once you, I 
don’t get bored easily but yeah, the challenge to be able to do a particular kind of 
procedure or particular kind of operation or whatever.  Then once you’ve got to that 
stage, you want to go on to the bigger operation or the next step up. 
IV: Skills escalator I think they call it in management speak. 
I: Well thank you very much. 
End 
 
 
 
 
 
 
CHAPTER 10. APPENDICES 
250 
 
APPENDIX C 
ORGANISATIONAL HEALTH PILOT QUESTIONNAIRE (185 ITEMS) 
 
WEBSITE INFORMATION: 
 
 
Introduction 
Thank-you for taking the time to complete this research questionnaire.  
We value your perspective and your impression of working at this organisation. 
There are no ‘right’ or ‘wrong’ answers. 
Please respond to all 8 sets of questions to the best of your ability. 
Your answers are anonymous and confidential: we will never reveal your answers to anyone in this 
organisation or anywhere else. 
 
If you wish to leave an email address, it is for the chance of winning cinema tickets only and won’t be 
linked to your answers. 
 
Please read each item carefully and use the scale to record to what extent you agree with each 
statement.  
It is a 7-point equally-spaced scale ranging from ‘strongly disagree’ to ‘strongly agree’, with ‘neither 
agree nor disagree’ in the middle.  
If the statement really does not apply to your job, please tick ‘does not apply’ as a last resort 
 
Thank-you again for your participation and good luck winning the cinema tickets! 
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QUESTIONNAIRE ITEMS: 
 
1. STRATEGY (17 ITEMS) 
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With regard to this organisation:         
I am unaware of the organisation’s mission / vision statement         
I am frequently reminded of the mission / vision statement         
Everything I do is linked to ensuring it achieves its aims         
I put the needs of the patients above everything else         
I enjoy contributing to the direction of the organisation         
The strategic direction of this organisation is not clear         
The strategic direction of this organisation is not realistic         
Everyone is committed to a common goal         
Management and clinical teams work closely together         
Management and clinical teams have a poor working relationship         
Management and clinical teams have the same aims         
Everyone has the shared value of delivering high quality care         
Where I work, people put the patients first         
Where I work, people understand why we are here         
There is friction or confrontation within my team         
There is friction or confrontation with other departments or teams         
We have different aims from the other departments or teams we work 
with 
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2. RESILIENCE (20 ITEMS) 
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With regard to this organisation:         
If there was a sudden major medical incident e.g. multiple casualties or 
influenza pandemic, it would cope very well 
   
 
  
  
If there was a sudden unforeseen incident e.g. fire, deep snowfall or 
power cut, it would cope very well 
   
 
  
  
If there was a sudden change in legislation e.g. a cut in funding, it 
would cope very well 
   
 
  
  
It lacks a long term financial plan          
It lacks a long term strategic plan          
It focusses only on short-term performance         
It will not be performing well in 5 years time         
It is not very innovative         
It rarely puts new things in place to improve quality         
It markets itself successfully         
Patient data is held securely         
It serves the needs of the local community         
It lacks the flexibility to rapidly create teams to cope with any event         
It attracts the best quality managers         
It attracts the best quality doctors         
It attracts the best quality nurses         
It attracts the best quality clerical and secretarial staff         
It has a good reputation for patient care         
It has a good reputation for research         
It has a good reputation for administration and management         
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3. LEADERSHIP & MANAGEMENT (24 ITEMS) 
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With regard to this organisation:         
I am unaware who the chief executive (CEO) is         
I am unaware who the senior managers are         
I regularly see the senior managers where I work         
If I do something particularly good, it will go unnoticed         
Leadership in this organisation is mainly by doctors         
I respect my manager*         
I feel motivated by my manager*         
I feel well supported by my manager*         
My manager* is approachable         
My manager* praises good work         
My manager* does not tolerate underperformance         
My manager* sets clearly defined objectives         
My manager* does not listen to ideas I may have         
My manager* is a poor role model         
The senior managers lack experience         
The senior managers are approachable         
I trust the senior managers to make the right decisions         
The senior managers have had little experience of patient care         
The senior managers focus on clear aims rather than lots of ideas         
The senior managers drive staff motivation         
The senior managers are unsupportive to the needs of staff         
Senior doctors are involved in making the key decisions         
Staff are rarely given the opportunity to be involved in making the key 
decisions 
   
 
  
  
Non-clinical staff have close links with clinical areas to understand the 
importance of their work 
   
 
  
  
*manager means your line manager or nurse manager, or Consultant if you are a doctor 
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4. STAFF WELLBEING (45 ITEMS) 
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With regard to this organisation:         
I find my work interesting         
I am unhappy with my work         
I find my work challenging         
I am looking to leave this organisation         
I am proud to work here         
I feel overly stressed          
I feel valued         
I have clear objectives and targets at work         
I am bored at work         
My daily workload is not achievable         
I lack sufficient appraisal or feedback meetings to review my 
performance 
   
 
  
  
People here want to get involved         
People here are forced into roles they are not comfortable with         
People here are compensated adequately for the job they do         
People here have a probation / trial period when they are recruited         
There is too great a reliance on bank staff         
There is too great a reliance on agency / locum staff          
People here are monitored to ensure they perform their job properly         
People here take ownership of the work they are doing         
People here lack a ‘can-do’ attitude         
High calibre people can’t excel here         
This organisation actively recruits capable people         
People work hard here         
People are unable to fulfil their potential here         
People here know exactly what’s expected of them         
People here are not held accountable for their actions         
People can have flexibility of their working hours         
Skills or expertise are acknowledged and respected         
The health of people working here is taken seriously          
Staff morale is low where I work         
People respect each other         
People lack motivation         
People are appointed because they really want to do that job         
The right staff are in the right place         
People act in a professional manner         
People frequently say ‘that’s not my job’         
There is poor staff retention         
The right people are appointed rather than someone to fill a post         
There is a good induction when people start working here         
It is difficult to get time off to attend training / education courses         
Training and education is a low priority         
Patients have faith in this organisation         
If a close family member / friend needed medical care I would bring 
them here 
   
 
  
  
People here lack  the right attitude to work with patients         
Patients here are treated with dignity         
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5. FINANCE AND INVESTMENT (15 ITEMS) 
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With regard to this organisation:         
I have enough stock or supplies to do my job properly         
Money is used in the wrong areas         
Money is wasted         
There is not enough money         
There are no incentives to save money         
People understand the cost of the equipment or tests they use         
The financial situation is well communicated to staff         
All changes made are to cut costs         
There is money available for innovation or new ideas         
This organisation is financially viable         
There is enough money invested in patient care and clinical equipment         
There is enough money invested in computer systems and technology         
There is enough money invested in buildings and renovations          
People who manage the budget lack contact with clinical areas         
Money saving ideas are not listened to         
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6. PATIENT SAFETY (21 ITEMS) 
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With regard to this organisation:         
Mistakes / critical incidents often occur here         
Mistakes / critical incidents are reported here         
Mistakes / critical incidents are learned from here         
It is encouraged to report mistakes / critical incidents         
We lack regular meetings to discuss the mistakes / critical 
incidents reported  
   
 
  
  
Changes are made as a result of mistakes / critical incidents 
happening  
   
 
  
  
There is a ‘no blame’ culture here         
Patient safety is prioritised by management          
Hospital acquired infection is a problem here         
Patient complaint information is regularly fed back to staff         
Thank-you or praise from patients is regularly fed back to staff         
Infection control is not taken seriously here         
If I saw something I wasn’t comfortable with, I would say 
something there and then 
   
 
  
  
There is a weak safety culture here         
People take lots of sick leave where I work         
There are sufficient doctors to look after patients during 
weekdays 
   
 
  
  
There are sufficient doctors to look after patients out of hours 
(nights & weekends) 
   
 
  
  
There are sufficient nurses to look after patients during 
weekdays 
   
 
  
  
There are sufficient nurses to look after patients out of hours 
(nights & weekends) 
   
 
  
  
There is a lack of well trained staff         
Absenteeism is a problem in this organisation         
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7. EFFICIENCY (20 ITEMS) 
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With regard to this organisation:         
There are efficient patient pathways         
The managers are always changing         
This organisation is efficient         
There are too many junior / middle managers         
There are too many senior managers         
There is too much bureaucracy to get something done         
There are delays in discharging patients         
There is efficient patient discharge planning         
It is haphazard and things work out by chance rather than by proper 
planning 
   
 
  
  
There are often last minute changes to staffing          
The processes in place are archaic and based on historical changes         
Innovations to help patients e.g. text messaging are embraced         
There are frequent Did Not Attends (DNAs)  in the outpatients clinic         
There are frequent cancellations in the operating theatres         
Patients’ notes are often unavailable         
Patients wait a long time for emergency surgery         
There is accurate data collected to assess the quality of patient care         
Quality of patient care data collected is fed back to staff          
Decisions are made based on patient care data collected         
There is unnecessary duplication of work         
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8. COMMUNICATION (23 ITEMS) 
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With regard to this organisation:         
Patient complaint information is regularly fed back to staff         
Thank-you or praise from patients is regularly fed back to staff         
I have sufficient access to communication sources  e.g. a computer for 
email 
   
 
  
  
Decisions are made behind closed doors         
There are inconsistent messages from senior levels         
There are sufficient  forums or meetings to discuss problems         
Communication from the senior management team is honest         
Information flows from the Board to all levels of the organisation          
Information flows from frontline staff up to Board level          
There is an over-reliance on email         
Senior staff communicate with their teams in person          
My views are listened to when decisions are made          
It is difficult to meet with senior staff         
There is transparency so it is easy to see what is being planned by the 
organisation 
   
 
  
  
Communication between medical staff and patients is poor         
Communication between nurses and doctors is poor         
Communication between medical staff and management staff is poor         
Patients with communication challenges e.g. deafness or non-English 
speaking are well catered for 
   
 
  
  
Communication training is provided          
People here are polite to patients         
People here ignore patients         
People here talk in their own languages excluding others         
Information is out of date by the time I get it         
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APPENDIX D 
E-MAIL INVITATION FOR PILOT ORGANISATIONAL HEALTH 
QUESTIONNAIRE 
 
Dear colleague,  
You are being invited to complete an online research questionnaire by clicking on the link 
below: 
  
https://www.research.net/s/Healthcare_Questionnaire 
  
You can also enter a free draw to win a pair of cinema tickets! 
Please ask us if there is anything unclear or if you would like more information about this 
research.  
What is the purpose of this study? 
This is the first version of a questionnaire being developed to measure the effective 
functioning of a healthcare organisation. With your help, we can improve and shorten it so 
that it can be used more effectively in the future. 
This questionnaire is from a research team, not from the Trust or from the NHS.  
  
Why have I been invited? 
1,500 employees have been chosen at random to take part in this pilot study. 
Do I have to take part? 
It is up to you whether or not to take part. The questionnaire is open for 2 weeks; you will 
receive an automatic reminder email after 2 weeks. 
What do I have to do? 
Answer the 8 sets of questions to the best of your ability. There are no ‘right’ or ‘wrong’ 
answers; we are interested in your view or perspective of working in this organisation. 
Will my taking part in this study be kept confidential? 
Your answers are anonymous and confidential: we will never reveal your answers to 
anyone in this organisation or anywhere else. If you wish to leave an email address it is for 
the chance of winning cinema tickets only, and it won’t be linked to your answers. 
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What are the possible benefits of taking part? 
This study may help in future healthcare management and improve patient care. You may 
also win a pair of cinema tickets! 
What are the possible disadvantages and risks of taking part?  
None envisaged, other than taking 15 – 20 minutes out of your day. 
What will happen to the results from this questionnaire? 
The results will be used to improve and shorten the questionnaire, so that a final version can 
then be developed to be used at this Trust and other healthcare organisations. 
Who is organising this research? 
It has been organised by Imperial College London as a collaboration between the Division of 
Surgery and the Business School as part of a PhD research project. 
Who has reviewed the study? 
This study has been reviewed by the South West London REC3 Research Ethics 
Proportionate Review Sub-Committee.  
Contact for further information 
Mr Chris Nicolay (Clinical Research Fellow), email: c.nicolay@imperial.ac.uk or telephone 
0203 3121058.                                                
Address: Room 1029, 10th Floor QEQM Building, St Mary’s Hospital, London, W2 1NY, UK. 
Research Team:                 
 Prof Ara Darzi (Professor of Surgery) 
 Prof Nelson Phillips (Professor of Strategy & Organisational Behaviour) 
 Mr Sanjay Purkayastha (Clinical Lecturer in Surgery) 
 Dr Sankalp Chaturvedi (Assistant Professor, Imperial College Business 
School) 
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APPENDIX E 
REMINDER E-MAIL INVITATION FOR PILOT ORGANISATIONAL 
HEALTH QUESTIONNAIRE 
 
Dear colleague,  
Many thanks to those of you who have already completed the online questionnaire and 
entered the prize draw! 
We need your help as the more people who take part, the shorter and better we can make it 
for future use, thus improving patient care. 
  
If you would like to complete the questionnaire, please click on the link below: 
  
https://www.research.net/s/Healthcare_Questionnaire 
  
You can also enter a free draw to win a pair of cinema tickets! 
Please ask us if there is anything unclear or if you would like more information about this 
research.  
What is the purpose of this study? 
This is the first version of a questionnaire being developed to measure the effective 
functioning of a healthcare organisation. With your help, we can improve and shorten it so 
that it can be used more effectively in the future. 
This questionnaire is from a research team, not from the Trust or from the NHS.  
  
Why have I been invited? 
1,500 employees have been chosen at random to take part in this pilot study. 
Do I have to take part? 
It is up to you whether or not to take part. The questionnaire is open for 2 weeks; you will 
receive an automatic reminder email after 1 week. 
What do I have to do? 
Answer the 8 sets of questions to the best of your ability. There are no ‘right’ or ‘wrong’ 
answers; we are interested in your view or perspective of working in this organisation. 
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Will my taking part in this study be kept confidential? 
Your answers are anonymous and confidential: we will never reveal your answers to 
anyone in this organisation or anywhere else. If you wish to leave an email address it is for 
the chance of winning cinema tickets only, and it won’t be linked to your answers. 
What are the possible benefits of taking part? 
This study may help in future healthcare management and improve patient care. You may 
also win a pair of cinema tickets! 
What are the possible disadvantages and risks of taking part?  
None envisaged, other than taking 15 – 20 minutes out of your day. 
What will happen to the results from this questionnaire? 
The results will be used to improve and shorten the questionnaire, so that a final version can 
then be developed to be used at this Trust and other healthcare organisations. 
Who is organising this research? 
It has been organised by Imperial College London as a collaboration between the Division of 
Surgery and the Business School as part of a PhD research project. 
Who has reviewed the study? 
This study has been reviewed by the South West London REC3 Research Ethics 
Proportionate Review Sub-Committee.  
Contact for further information 
Mr Chris Nicolay (Clinical Research Fellow), email: c.nicolay@imperial.ac.uk or telephone 
0203 3121058.                                                
Address: Room 1029, 10th Floor QEQM Building, St Mary’s Hospital, London, W2 1NY, UK. 
Research Team:                 
 Prof Ara Darzi (Professor of Surgery) 
 Prof Nelson Phillips (Professor of Strategy & Organisational Behaviour) 
 Mr Sanjay Purkayastha (Clinical Lecturer in Surgery) 
 Dr Sankalp Chaturvedi (Assistant Professor, Imperial College Business 
School) 
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APPENDIX F 
EXPLORATORY FACTOR ANALYSIS CORRELATION MATRICES 
Table F1. Correlation Matrix for the pilot organisational health items. Section 1: Strategy  
 
Item 1a 1b 1c 1d 1e 1f 1g 1h 1i 1j 1k 1l 1m 1n 1o 1p 1q 
1a 1.00                                 
1b 0.02 1.00                               
1c 0.09 0.34 1.00                             
1d 0.07 0.15 0.40 1.00                           
1e -0.02 0.23 0.45 0.35 1.00                         
1f 0.26 0.32 0.33 0.09 0.21 1.00                       
1g -0.01 0.15 0.32 0.21 0.28 0.62 1.00                     
1h 0.03 0.23 0.45 0.24 0.35 0.37 0.33 1.00                   
1i 0.01 0.17 0.25 0.06 0.23 0.33 0.22 0.49 1.00                 
1j 0.17 0.04 0.15 0.05 0.17 0.34 0.37 0.34 0.58 1.00               
1k 0.03 0.19 0.33 0.11 0.28 0.31 0.28 0.53 0.57 0.40 1.00             
1l 0.08 0.18 0.47 0.17 0.33 0.35 0.36 0.54 0.53 0.47 0.49 1.00           
1m 0.13 0.18 0.39 0.35 0.34 0.24 0.24 0.42 0.30 0.27 0.32 0.45 1.00         
1n 0.03 0.16 0.38 0.26 0.26 0.33 0.33 0.43 0.35 0.32 0.40 0.50 0.73 1.00       
1o 0.01 0.00 0.20 0.11 0.06 0.22 0.32 0.21 0.27 0.26 0.32 0.22 0.33 0.41 1.00     
1p -0.02 0.02 0.20 0.13 0.06 0.21 0.19 0.24 0.27 0.24 0.33 0.14 0.27 0.36 0.60 1.00   
1q 0.02 0.02 0.16 0.03 0.04 0.25 0.30 0.19 0.16 0.28 0.24 0.17 0.23 0.40 0.48 0.48 1.00 
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Table F2. Correlation Matrix for the pilot organisational health items. Section 2: Resilience  
 
Item 2a 2b 2c 2d 2e 2f 2g 2h 2i 2j 2k 2l 2m 2n 2o 2p 2q 2r 2s 2t 
2a 1.00                                       
2b 0.85 1.00                                     
2c 0.29 0.36 1.00                                   
2d 0.23 0.25 0.13 1.00                                 
2e 0.32 0.31 0.19 0.76 1.00                               
2f 0.35 0.36 0.17 0.52 0.62 1.00                             
2g 0.30 0.36 0.16 0.52 0.57 0.58 1.00                           
2h 0.16 0.23 0.07 0.43 0.48 0.41 0.54 1.00                         
2i 0.23 0.28 0.19 0.38 0.53 0.53 0.50 0.61 1.00                       
2j 0.20 0.22 0.13 0.32 0.37 0.37 0.28 0.21 0.20 1.00                     
2k 0.40 0.38 0.16 0.18 0.29 0.25 0.24 0.08 0.11 0.31 1.00                   
2l 0.35 0.40 0.12 0.21 0.21 0.31 0.30 0.21 0.29 0.42 0.49 1.00                 
2m 0.30 0.29 0.26 0.39 0.45 0.40 0.39 0.33 0.38 0.24 0.27 0.31 1.00               
2n 0.32 0.34 0.21 0.23 0.23 0.31 0.30 0.20 0.22 0.33 0.30 0.38 0.20 1.00             
2o 0.27 0.24 0.01 0.10 0.13 0.21 0.25 0.12 0.18 0.32 0.33 0.45 0.13 0.45 1.00           
2p 0.36 0.31 0.06 0.18 0.22 0.25 0.30 0.12 0.19 0.34 0.34 0.43 0.14 0.54 0.77 1.00         
2q 0.36 0.35 0.17 0.15 0.16 0.29 0.25 0.10 0.19 0.39 0.31 0.43 0.19 0.66 0.58 0.73 1.00       
2r 0.36 0.35 0.15 0.17 0.21 0.21 0.29 0.18 0.20 0.33 0.48 0.47 0.20 0.43 0.57 0.55 0.47 1.00     
2s 0.41 0.40 0.10 0.09 0.17 0.22 0.25 0.19 0.34 0.25 0.43 0.58 0.15 0.35 0.50 0.46 0.43 0.62 1.00   
2t 0.33 0.31 0.16 0.18 0.23 0.37 0.35 0.18 0.20 0.40 0.31 0.38 0.24 0.58 0.47 0.58 0.74 0.53 0.37 1.00 
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Table F3. Correlation Matrix for the pilot organisational health items. Section 3: Leadership & Management  
 
Item 3a 3b 3c 3d 3e 3f 3g 3h 3i 3j 3k 3l 3m 3n 3o 3p 3q 3r 3s 3t 3u 3v 3w 3x 
3a 1.00                                               
3b 0.70 1.00                                             
3c -0.08 -0.03 1.00                                           
3d -0.02 0.12 0.20 1.00                                         
3e 0.01 -0.02 0.11 -0.06 1.00                                       
3f 0.05 0.02 0.24 0.22 0.00 1.00                                     
3g 0.08 0.01 0.27 0.42 -0.01 0.72 1.00                                   
3h 0.07 0.03 0.25 0.44 -0.06 0.70 0.91 1.00                                 
3i 0.06 0.05 0.22 0.32 -0.05 0.66 0.70 0.76 1.00                               
3j 0.07 0.05 0.25 0.46 -0.06 0.66 0.81 0.84 0.72 1.00                             
3k -0.05 0.00 0.20 0.20 -0.02 0.51 0.56 0.54 0.42 0.58 1.00                           
3l 0.06 0.01 0.19 0.31 -0.08 0.57 0.69 0.69 0.62 0.73 0.63 1.00                         
3m 0.07 0.09 0.09 0.20 -0.06 0.31 0.38 0.36 0.26 0.41 0.25 0.33 1.00                       
3n 0.05 0.04 0.10 0.28 0.02 0.52 0.57 0.54 0.44 0.55 0.38 0.51 0.53 1.00                     
3o 0.03 -0.01 0.33 0.30 0.07 0.34 0.41 0.39 0.36 0.37 0.22 0.29 0.29 0.40 1.00                   
3p -0.05 -0.07 0.44 0.21 -0.07 0.43 0.40 0.39 0.45 0.41 0.33 0.32 0.21 0.22 0.43 1.00                 
3q -0.15 -0.13 0.30 0.31 0.00 0.43 0.45 0.39 0.36 0.42 0.31 0.39 0.13 0.29 0.41 0.65 1.00               
3r -0.09 -0.07 0.25 0.19 0.02 0.17 0.21 0.16 0.12 0.20 0.14 0.17 0.08 0.24 0.43 0.31 0.37 1.00             
3s 0.06 0.03 0.16 0.11 -0.04 0.21 0.20 0.22 0.21 0.27 0.19 0.22 0.10 0.16 0.14 0.29 0.31 0.04 1.00           
3t -0.12 -0.15 0.30 0.31 0.00 0.34 0.40 0.38 0.28 0.34 0.28 0.32 0.07 0.23 0.34 0.52 0.69 0.33 0.32 1.00         
3u -0.05 0.00 0.16 0.27 0.09 0.24 0.31 0.30 0.26 0.30 0.15 0.34 0.19 0.32 0.45 0.26 0.41 0.27 0.02 0.22 1.00       
3v -0.01 -0.04 0.20 0.06 0.33 0.21 0.14 0.10 0.20 0.11 0.12 0.12 0.12 0.11 0.16 0.19 0.21 0.15 0.06 0.22 0.02 1.00     
3w -0.06 -0.08 0.17 0.30 -0.02 0.15 0.30 0.26 0.18 0.28 0.10 0.22 0.19 0.22 0.32 0.30 0.39 0.22 0.24 0.30 0.34 0.02 1.00   
3x -0.13 -0.03 0.18 0.25 0.04 0.20 0.17 0.17 0.16 0.23 0.20 0.20 0.09 0.06 0.11 0.25 0.35 0.11 -0.02 0.26 0.10 0.23 0.12 1.00 
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Table F4. Correlation Matrix for the pilot organisational health items. Section 4: Staff Wellbeing  
 
Item  4a 4b 4c 4d 4e 4f 4g 4h 4i 4j 4k 4l 4m 4n 4o 4p 4q 4r 4s 4t 4u 4v 4w 
4a 1.00                                             
4b 0.45 1.00                                           
4c 0.55 0.39 1.00                                         
4d 0.36 0.38 0.20 1.00                                       
4e 0.47 0.32 0.27 0.39 1.00                                     
4f 0.10 0.24 -0.06 0.26 0.14 1.00                                   
4g 0.33 0.43 0.29 0.33 0.36 0.17 1.00                                 
4h 0.43 0.42 0.39 0.32 0.47 0.13 0.59 1.00                               
4i 0.38 0.39 0.26 0.48 0.32 0.16 0.30 0.43 1.00                             
4j 0.15 0.26 0.06 0.34 0.28 0.37 0.11 0.30 0.16 1.00                           
4k 0.20 0.45 0.30 0.16 0.25 0.27 0.30 0.42 0.40 0.24 1.00                         
4l 0.15 0.07 0.05 0.24 0.17 0.15 0.25 0.20 0.15 0.09 0.10 1.00                       
4m 0.16 0.22 0.17 0.32 0.36 0.28 0.26 0.31 0.32 0.35 0.37 0.14 1.00                     
4n -0.02 0.05 -0.01 0.08 0.17 0.08 0.25 0.12 -0.07 0.08 0.13 0.17 0.15 1.00                   
4o 0.04 0.17 -0.04 0.18 0.16 0.03 0.09 0.22 0.08 0.21 0.05 0.04 0.16 -0.02 1.00                 
4p -0.01 0.07 -0.08 0.06 0.14 0.14 0.10 0.12 0.10 0.13 0.21 0.18 0.05 0.14 0.03 1.00               
4q -0.11 0.00 -0.14 0.01 0.07 0.10 0.05 0.10 0.10 0.15 0.16 0.15 0.05 0.14 -0.03 0.84 1.00             
4r 0.19 0.12 0.08 0.04 0.16 0.16 0.24 0.20 0.04 0.15 0.21 0.36 0.14 0.21 0.18 0.22 0.21 1.00           
4s 0.11 0.21 0.00 0.06 0.25 0.13 0.20 0.31 0.09 0.16 0.21 0.33 0.14 0.16 0.12 0.13 0.20 0.52 1.00         
4t 0.17 0.25 0.09 0.20 0.26 0.21 0.27 0.32 0.15 0.24 0.36 0.38 0.24 0.28 0.13 0.25 0.19 0.38 0.42 1.00       
4u 0.36 0.45 0.19 0.27 0.34 0.28 0.32 0.45 0.32 0.32 0.34 0.13 0.31 0.09 0.14 0.12 0.10 0.18 0.29 0.47 1.00     
4v 0.18 0.19 0.15 0.13 0.37 0.13 0.36 0.34 0.02 0.23 0.17 0.32 0.11 0.32 0.21 0.19 0.09 0.32 0.34 0.42 0.40 1.00   
4w 0.11 0.15 0.11 -0.06 0.26 -0.04 0.13 0.25 0.05 0.08 0.21 0.25 0.05 0.09 0.10 0.20 0.22 0.31 0.49 0.26 0.20 0.35 1.00 
4x 0.30 0.37 0.27 0.31 0.28 0.28 0.43 0.35 0.34 0.17 0.31 0.29 0.35 0.26 0.07 0.15 0.11 0.22 0.17 0.39 0.62 0.36 0.04 
4y 0.25 0.24 0.17 0.19 0.41 0.24 0.20 0.45 0.26 0.28 0.22 0.21 0.20 0.20 0.19 0.22 0.22 0.37 0.37 0.33 0.27 0.41 0.34 
4z 0.17 0.10 0.10 0.12 0.20 -0.03 0.10 0.26 0.31 0.22 0.18 0.23 0.22 -0.11 0.11 0.22 0.28 0.35 0.27 0.19 0.21 0.10 0.23 
4aa 0.11 0.09 0.13 0.08 0.02 0.10 0.22 0.11 0.06 0.01 0.04 0.13 0.08 0.02 0.01 -0.04 -0.07 0.05 -0.03 -0.11 0.13 0.18 0.09 
4ab 0.20 0.29 0.30 0.31 0.40 0.36 0.53 0.47 0.22 0.29 0.24 0.23 0.36 0.33 0.16 0.09 0.07 0.35 0.33 0.31 0.35 0.42 0.32 
4ac 0.21 0.16 0.24 0.33 0.30 0.25 0.47 0.37 0.14 0.26 0.06 0.17 0.24 0.26 0.17 -0.02 -0.03 0.27 0.18 0.18 0.19 0.33 0.04 
4ad 0.28 0.46 0.23 0.43 0.35 0.25 0.32 0.31 0.27 0.48 0.38 0.26 0.39 0.16 0.24 0.09 0.07 0.18 0.17 0.34 0.37 0.24 0.04 
4ae 0.20 0.22 0.14 0.25 0.41 0.12 0.42 0.46 0.20 0.23 0.21 0.41 0.28 0.28 0.19 0.25 0.19 0.19 0.32 0.42 0.28 0.37 0.26 
4af 0.18 0.34 0.15 0.27 0.29 0.33 0.24 0.37 0.19 0.37 0.39 0.33 0.42 0.27 0.21 0.19 0.21 0.18 0.27 0.44 0.54 0.40 0.19 
4ag 0.29 0.20 0.17 0.24 0.50 0.11 0.35 0.44 0.21 0.19 0.26 0.37 0.36 0.31 0.17 0.25 0.23 0.34 0.40 0.36 0.26 0.46 0.27 
4ah 0.26 0.22 0.16 0.28 0.40 0.24 0.41 0.46 0.12 0.26 0.22 0.46 0.29 0.26 0.21 0.13 0.07 0.39 0.40 0.42 0.27 0.58 0.27 
4ai 0.21 0.22 0.10 0.14 0.41 0.17 0.48 0.36 0.06 0.16 0.19 0.38 0.16 0.31 0.11 0.18 0.12 0.41 0.45 0.38 0.28 0.52 0.43 
4aj 0.06 0.23 0.11 0.22 0.25 0.27 0.32 0.19 0.08 0.17 0.22 0.33 0.22 0.16 0.08 0.16 0.13 0.29 0.30 0.43 0.26 0.41 0.12 
4ak 0.11 0.35 0.13 0.35 0.27 0.21 0.24 0.30 0.22 0.25 0.29 0.15 0.22 0.17 0.02 0.11 0.04 0.20 0.27 0.35 0.27 0.33 0.05 
4al 0.20 0.09 0.06 0.13 0.38 0.04 0.25 0.38 0.04 0.18 0.14 0.25 0.17 0.40 0.09 0.22 0.21 0.27 0.33 0.31 0.27 0.51 0.23 
4am 0.16 0.21 0.14 0.08 0.24 0.08 0.26 0.39 0.16 0.19 0.28 0.10 0.27 0.06 0.14 0.15 0.17 0.23 0.18 0.16 0.22 0.28 0.28 
4an 0.09 0.22 0.12 0.27 0.18 0.27 0.19 0.23 0.13 0.32 0.15 0.16 0.29 0.02 0.01 -0.02 -0.10 0.03 0.13 0.14 0.18 0.10 0.09 
4ao 0.14 0.31 0.08 0.23 0.23 0.16 0.16 0.31 0.21 0.33 0.26 0.19 0.35 0.10 0.09 0.04 0.09 0.17 0.25 0.19 0.33 0.15 0.27 
4ap 0.41 0.35 0.17 0.33 0.49 0.18 0.37 0.41 0.19 0.19 0.15 0.33 0.31 0.20 0.07 0.07 0.06 0.28 0.36 0.39 0.40 0.41 0.26 
4aq 0.33 0.32 0.22 0.29 0.59 0.15 0.36 0.46 0.25 0.28 0.18 0.23 0.21 0.19 0.06 0.08 0.04 0.23 0.37 0.35 0.33 0.38 0.32 
4ar 0.29 0.33 0.11 0.28 0.44 0.20 0.24 0.32 0.36 0.23 0.23 0.25 0.13 0.02 0.12 0.08 0.05 0.18 0.35 0.41 0.36 0.29 0.21 
4as 0.31 0.19 0.13 0.19 0.44 0.10 0.14 0.35 0.15 0.29 0.06 0.16 0.08 -0.08 0.18 0.13 0.13 0.22 0.43 0.23 0.37 0.27 0.37 
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4x 4y 4z 4aa 4ab 4ac 4ad 4ae 4af 4ag 4ah 4ai 4aj 4ak 4al 4am 4an 4ao 4ap 4aq 4ar 4as Item  
                                            4a 
                                            4b 
                                            4c 
                                            4d 
                                            4e 
                                            4f 
                                            4g 
                                            4h 
                                            4i 
                                            4j 
                                            4k 
                                            4l 
                                            4m 
                                            4n 
                                            4o 
                                            4p 
                                            4q 
                                            4r 
                                            4s 
                                            4t 
                                            4u 
                                            4v 
                                            4w 
1.00                                           4x 
0.17 1.00                                         4y 
0.16 0.27 1.00                                       4z 
0.10 0.04 -0.16 1.00                                     4aa 
0.39 0.36 0.14 0.25 1.00                                   4ab 
0.34 0.12 0.12 0.29 0.55 1.00                                 4ac 
0.41 0.19 0.22 -0.08 0.26 0.24 1.00                               4ad 
0.31 0.30 0.22 0.02 0.40 0.31 0.29 1.00                             4ae 
0.50 0.31 0.24 0.09 0.33 0.23 0.59 0.36 1.00                           4af 
0.29 0.45 0.25 0.12 0.41 0.29 0.18 0.49 0.30 1.00                         4ag 
0.36 0.42 0.24 0.19 0.55 0.42 0.30 0.52 0.41 0.65 1.00                       4ah 
0.27 0.40 0.08 0.13 0.53 0.27 0.19 0.57 0.31 0.51 0.63 1.00                     4ai 
0.28 0.24 0.11 -0.04 0.26 0.14 0.37 0.38 0.39 0.19 0.30 0.34 1.00                   4aj 
0.27 0.37 0.01 0.11 0.26 0.26 0.35 0.25 0.43 0.20 0.34 0.32 0.39 1.00                 4ak 
0.17 0.40 0.18 0.09 0.38 0.28 0.16 0.41 0.26 0.60 0.56 0.38 0.16 0.17 1.00               4al 
0.18 0.21 0.13 0.24 0.37 0.18 0.17 0.18 0.37 0.25 0.29 0.27 0.09 0.19 0.29 1.00             4am 
0.20 0.08 0.06 0.09 0.35 0.20 0.27 0.11 0.18 0.06 0.24 0.13 0.11 0.31 0.05 0.25 1.00           4an 
0.25 0.15 0.28 -0.04 0.31 0.14 0.38 0.10 0.35 0.12 0.19 0.16 0.13 0.26 0.14 0.33 0.54 1.00         4ao 
0.33 0.34 0.23 0.14 0.34 0.39 0.33 0.32 0.46 0.43 0.43 0.42 0.30 0.32 0.33 0.26 0.17 0.27 1.00       4ap 
0.16 0.31 0.20 0.12 0.43 0.34 0.29 0.32 0.26 0.41 0.40 0.43 0.29 0.34 0.36 0.36 0.33 0.33 0.56 1.00     4aq 
0.24 0.40 0.36 -0.05 0.24 0.12 0.28 0.34 0.28 0.30 0.34 0.24 0.43 0.30 0.27 0.07 0.16 0.21 0.36 0.40 1.00   4ar 
0.20 0.24 0.24 0.00 0.26 0.22 0.23 0.33 0.20 0.24 0.24 0.32 0.30 0.19 0.21 0.26 0.15 0.23 0.45 0.49 0.38 1.00 4as 
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Table F5. Correlation Matrix for the pilot organisational health items. Section 5: Finance & Investment  
 
Item 5a 5b 5c 5d 5e 5f 5g 5h 5i 5j 5k 5l 5m 5n 5o 
5a 1.00                             
5b 0.20 1.00                           
5c 0.14 0.71 1.00                         
5d 0.09 0.27 0.16 1.00                       
5e 0.12 0.35 0.35 0.12 1.00                     
5f 0.02 0.17 0.25 0.04 -0.02 1.00                   
5g 0.08 0.23 0.09 -0.05 0.10 0.27 1.00                 
5h 0.04 0.15 0.12 0.11 0.05 -0.15 -0.15 1.00               
5i 0.15 0.13 0.10 0.03 0.18 -0.08 0.07 0.06 1.00             
5j 0.04 0.21 0.11 0.19 0.07 0.09 0.23 -0.13 0.16 1.00           
5k 0.29 0.26 0.21 0.06 0.17 0.11 0.11 0.01 0.31 0.37 1.00         
5l 0.21 0.15 0.05 0.14 0.18 0.02 0.00 -0.09 0.34 0.21 0.40 1.00       
5m 0.13 0.14 0.09 0.20 0.06 0.20 0.03 -0.13 0.25 0.27 0.40 0.51 1.00     
5n 0.13 0.39 0.41 0.05 0.24 0.08 0.17 0.20 0.13 0.13 0.16 0.10 0.06 1.00   
5o 0.15 0.36 0.31 0.04 0.39 0.01 0.22 0.14 0.11 0.14 0.18 0.09 0.04 0.41 1.00 
 
 
 
 
 
 
 
 
 
 
 
 
 
CHAPTER 10. APPENDICES 
269 
 
Table F6. Correlation Matrix for the pilot organisational health items. Section 6: Patient Safety  
 
Item 6a 6b 6c 6d 6e 6f 6g 6h 6i 6j 6k 6l 6m 6n 6o 6p 6q 6r 6s 6t 6u 
6a 1.00                     
6b 0.31 1.00 
                   
6c 0.23 0.54 1.00 
                  
6d 0.29 0.47 0.52 1.00 
                 
6e 0.29 0.28 0.29 0.20 1.00 
                
6f 0.35 0.39 0.52 0.44 0.42 1.00 
               
6g 0.15 0.19 0.30 0.18 0.29 0.41 1.00               
6h 0.36 0.36 0.47 0.36 0.37 0.62 0.43 1.00 
             
6i 0.43 0.11 0.06 0.14 0.15 0.15 0.14 0.16 1.00 
            
6j 0.19 0.27 0.50 0.34 0.36 0.40 0.35 0.40 0.10 1.00 
           
6k 0.28 0.35 0.57 0.44 0.36 0.48 0.33 0.44 0.14 0.61 1.00 
          
6l 0.14 0.13 0.09 0.20 0.17 0.28 -0.02 0.20 0.08 0.15 0.14 1.00 
         
6m 0.08 0.34 0.25 0.39 0.17 0.17 0.15 0.22 0.10 0.12 0.30 0.05 1.00         
6n 0.33 0.19 0.25 0.28 0.41 0.39 0.25 0.32 0.26 0.27 0.27 0.30 0.06 1.00 
       
6o 0.12 0.24 0.31 0.16 0.27 0.12 0.26 0.22 0.15 0.26 0.33 0.03 0.05 0.28 1.00 
      
6p 0.04 0.25 0.29 0.29 0.08 0.23 0.12 0.11 0.04 0.23 0.18 0.19 0.24 0.15 0.18 1.00 
     
6q 0.11 0.21 0.25 0.31 0.07 0.27 0.21 0.22 0.18 0.17 0.23 0.18 0.16 0.21 0.16 0.47 1.00 
    
6r 0.11 0.20 0.20 0.25 0.15 0.23 0.17 0.16 0.13 0.20 0.13 0.04 0.20 0.08 0.06 0.50 0.46 1.00 
   
6s 0.08 0.18 0.32 0.30 0.16 0.29 0.24 0.20 0.16 0.25 0.23 0.03 0.19 0.13 0.14 0.40 0.66 0.77 1.00   
6t 0.09 0.07 0.12 0.12 0.28 0.25 0.21 0.14 0.16 0.17 0.09 0.24 0.01 0.29 0.26 0.19 0.23 0.31 0.35 1.00 
 
6u 0.17 0.25 0.25 0.16 0.21 0.23 0.14 0.19 0.24 0.21 0.23 0.13 0.08 0.26 0.57 0.11 0.18 0.13 0.14 0.44 1.00 
 
 
 
 
 
 
CHAPTER 10. APPENDICES 
270 
 
Table F7. Correlation Matrix for the pilot organisational health items. Section 7: Efficiency  
 
Item 7a 7b 7c 7d 7e 7f 7g 7h 7i 7j 7k 7l 7m 7n 7o 7p 7q 7r 7s 7t 
7a 1.00                                       
7b 0.12 1.00                                     
7c 0.36 0.23 1.00                                   
7d 0.04 0.27 0.13 1.00                                 
7e -0.03 0.32 0.07 0.65 1.00                               
7f 0.09 0.35 0.05 0.47 0.63 1.00                             
7g 0.21 0.25 0.14 0.13 0.15 0.32 1.00                           
7h 0.39 0.04 0.54 0.00 -0.09 -0.01 0.07 1.00                         
7i 0.39 0.21 0.40 0.10 0.18 0.23 0.26 0.24 1.00                       
7j 0.27 0.27 0.28 0.00 0.17 0.15 0.19 0.19 0.53 1.00                     
7k 0.24 0.11 0.30 0.08 0.19 0.24 0.27 0.21 0.40 0.52 1.00                   
7l 0.28 -0.26 0.05 -0.07 -0.14 -0.14 -0.09 0.09 -0.05 0.02 0.04 1.00                 
7m 0.04 0.27 0.18 0.27 0.11 0.23 0.19 -0.08 -0.04 0.02 -0.03 -0.06 1.00               
7n 0.13 0.01 0.13 -0.04 -0.09 0.14 0.15 0.08 0.07 0.13 0.23 0.08 0.27 1.00             
7o 0.23 0.43 0.21 0.34 0.24 0.32 0.19 0.27 0.29 0.27 0.25 -0.10 0.30 0.27 1.00           
7p 0.25 0.24 0.11 -0.05 0.01 0.28 0.31 0.06 0.36 0.30 0.35 -0.02 -0.05 0.27 0.20 1.00         
7q 0.44 0.30 0.37 0.12 0.19 0.15 0.20 0.18 0.45 0.36 0.25 0.16 0.17 0.06 0.31 0.15 1.00       
7r 0.31 0.23 0.24 0.01 0.06 0.06 0.02 0.23 0.27 0.25 0.18 0.26 -0.06 -0.11 0.20 0.06 0.50 1.00     
7s 0.42 0.02 0.22 0.06 0.07 0.06 -0.07 0.23 0.29 0.17 0.18 0.26 -0.01 0.21 0.14 0.05 0.59 0.55 1.00   
7t 0.15 0.34 0.29 0.31 0.19 0.34 0.26 0.12 0.22 0.25 0.21 -0.10 0.33 0.29 0.28 0.16 0.23 0.07 0.04 1.00 
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Table F8. Correlation Matrix for the pilot organisational health items. Section 8: Communication  
 
  8a 8b 8c 8d 8e 8f 8g 8h 8i 8j 8k 8l 8m 8n 8o 8p 8q 8r 8s 8t 8u 8v 8w 
8a 1.00                       
8b 0.56 1.00                      
8c 0.20 0.29 1.00                     
8d 0.17 0.18 0.12 1.00                    
8e 0.21 0.17 0.12 0.47 1.00                   
8f 0.24 0.19 0.00 0.16 0.14 1.00                  
8g 0.32 0.38 0.11 0.25 0.38 0.35 1.00                 
8h 0.33 0.39 0.27 0.25 0.30 0.33 0.53 1.00                
8i 0.29 0.28 0.23 0.31 0.31 0.35 0.49 0.64 1.00               
8j -0.09 0.01 0.04 0.14 0.16 -0.06 0.11 -0.07 0.06 1.00              
8k 0.33 0.44 0.33 0.26 0.31 0.20 0.50 0.43 0.33 0.17 1.00 
 
           
8l 0.32 0.38 0.18 0.41 0.36 0.43 0.52 0.36 0.40 0.04 0.52 1.00            
8m 0.22 0.23 0.29 0.26 0.35 0.17 0.27 0.34 0.29 0.17 0.43 0.36 1.00           
8n 0.19 0.23 0.08 0.40 0.34 0.32 0.51 0.49 0.58 -0.04 0.40 0.45 0.18 1.00          
8o 0.17 0.10 0.23 -0.02 0.18 0.12 0.09 0.15 0.20 -0.05 0.14 0.10 0.20 0.08 1.00 
 
       
8p 0.20 0.13 0.14 0.05 0.14 0.09 0.10 0.24 0.27 0.03 0.13 0.07 0.21 0.05 0.72 1.00        
8q 0.31 0.15 0.20 0.11 0.22 0.16 0.19 0.23 0.33 0.08 0.16 0.22 0.24 0.11 0.34 0.50 1.00       
8r 0.15 0.19 0.19 -0.09 0.03 0.09 0.16 0.24 0.22 -0.05 0.19 0.14 0.14 0.21 0.32 0.30 0.19 1.00      
8s 0.25 0.19 0.17 0.16 0.03 0.18 0.20 0.35 0.24 0.01 0.28 0.24 0.14 0.23 0.18 0.21 0.15 0.31 1.00     
8t 0.28 0.22 0.18 -0.09 0.08 0.13 0.21 0.16 0.13 -0.13 0.17 0.13 0.14 0.06 0.37 0.28 0.11 0.43 0.18 1.00    
8u 0.27 0.14 0.10 0.05 0.11 0.06 0.18 0.14 0.13 -0.10 0.10 0.09 0.12 0.02 0.46 0.45 0.25 0.24 0.13 0.62 1.00   
8v 0.11 -0.03 -0.01 0.01 0.15 0.07 0.12 0.08 0.03 0.08 0.04 0.09 0.25 -0.05 0.21 0.21 0.09 0.04 0.12 0.24 0.28 1.00 
 
8w 0.32 0.27 0.19 0.18 0.31 0.19 0.27 0.21 0.23 0.01 0.29 0.38 0.33 0.21 0.34 0.31 0.34 0.14 0.19 0.28 0.31 0.32 1.00 
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APPENDIX G 
FINAL ORGANISATIONAL HEALTH QUESTIONNAIRE (112 ITEMS) 
 
WEBSITE INFORMATION: 
 
 
Introduction 
Thank-you for taking the time to complete this research questionnaire.  
We value your perspective and your impression of working at this organisation. 
There are no ‘right’ or ‘wrong’ answers. 
Please respond to all 8 sets of questions to the best of your ability. 
Your answers are anonymous and confidential: we will never reveal your answers to anyone in this 
organisation or anywhere else. 
 
If you wish to leave an email address, it is for the chance of winning cinema tickets only and won’t be 
linked to your answers. 
 
Please read each item carefully and use the scale to record to what extent you agree with each 
statement.  
It is a 7-point equally-spaced scale ranging from ‘strongly disagree’ to ‘strongly agree’, with ‘neither 
agree nor disagree’ in the middle.  
If the statement really does not apply to your job, please tick ‘does not apply’ as a last resort 
 
Thank-you again for your participation and good luck winning the cinema tickets! 
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QUESTIONNAIRE ITEMS: 
 
1. STRATEGY (13 ITEMS) 
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With regard to this organisation:         
Everyone is committed to a common goal         
Management and clinical teams work closely together         
Management and clinical teams have the same aims         
Everyone has the shared value of delivering high quality care         
The strategic direction of this organisation is not clear         
The strategic direction of this organisation is not realistic         
I am frequently reminded of the mission / vision statement         
Where I work, people put the patients first         
Where I work, people understand why we are here         
I put the needs of the patients above everything else         
There is friction or confrontation within my team         
There is friction or confrontation with other departments or teams         
We have different aims from the other departments or teams we work 
with 
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2. RESILIENCE (11 ITEMS) 
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With regard to this organisation:         
It attracts the best quality nurses         
It attracts the best quality doctors         
It attracts the best quality clerical and secretarial staff         
It has a good reputation for administration and management         
It lacks a long term strategic plan         
It lacks a long term financial plan         
It is not very innovative         
It rarely puts new things in place to improve quality         
If there was a sudden unforeseen incident e.g. fire, deep snowfall or 
power cut, it would cope very well 
        
If there was a sudden major medical incident e.g. multiple casualties or 
influenza pandemic, it would cope very well 
        
If there was a sudden change in legislation e.g. a cut in funding, it 
would cope very well 
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3. LEADERSHIP & MANAGEMENT (13 ITEMS) 
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With regard to this organisation:         
I feel well supported by my manager*         
I feel motivated by my manager*         
My manager* praises good work         
My manager* sets clearly defined objectives         
I trust the senior managers to make the right decisions         
The senior managers are approachable         
The senior managers drive staff motivation         
The senior managers have had little experience of patient care         
Leaders in this organisation have a vision         
Leaders appreciate staff         
Leaders are committed to innovation         
Leaders create a positive environment         
Clinical staff are involved in leadership         
*manager means your line manager or nurse manager, or Consultant if you are a doctor 
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4. STAFF WELLBEING (18 ITEMS) 
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With regard to this organisation:         
I find my work challenging         
I am bored at work         
I am unhappy with my work         
I lack sufficient appraisal or feedback meetings to review my 
performance 
        
The right staff are in the right place         
The right people are appointed rather than someone to fill a post         
People are appointed because they really want to do that job         
People act in a professional manner         
It is difficult to get time off to attend training / education courses         
Training and education is a low priority         
My daily workload is not achievable         
I feel overly stressed         
Patients here are treated with dignity         
Patients have faith in this organisation         
People here lack  the right attitude to work with patients         
If a close family member / friend needed medical care I would bring 
them here 
        
There is too great a reliance on agency / locum staff         
There is too great a reliance on bank staff         
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5. FINANCE AND INVESTMENT (11 ITEMS) 
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With regard to this organisation:         
Money is wasted         
Money is used in the wrong areas         
People who manage the budget lack contact with clinical areas         
People here are compensated adequately for the job they do         
There is enough money invested in computer systems and technology         
There is enough money invested in patient care and clinical equipment         
There is enough money invested in buildings and renovations         
There is money available for innovation or new ideas         
People understand the cost of the equipment or tests they use         
All changes made are to cut costs         
Money saving ideas are not listened to         
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CHAPTER 10. APPENDICES 
278 
 
6. PATIENT SAFETY (14 ITEMS) 
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With regard to this organisation:         
Absenteeism is a problem in this organisation         
People take lots of sick leave where I work         
Mistakes / critical incidents are reported here         
Mistakes / critical incidents are learned from here         
It is encouraged to report mistakes / critical incidents         
Changes are made as a result of mistakes / critical incidents happening         
There are sufficient nurses to look after patients out of hours (nights & 
weekends) 
        
There are sufficient doctors to look after patients out of hours (nights & 
weekends) 
        
There are sufficient nurses to look after patients during weekdays         
There are sufficient doctors to look after patients during weekdays         
There is a weak safety culture here         
We lack regular meetings to discuss the mistakes / critical incidents 
reported 
        
Patient safety is prioritised by management         
There is a ‘no blame’ culture here         
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7. EFFICIENCY (16 ITEMS) 
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With regard to this organisation:         
It is haphazard and things work out by chance rather than by proper 
planning 
        
There are often last minute changes to staffing         
This organisation is efficient         
The processes in place are archaic and based on historical changes         
There are frequent cancellations in the operating theatres         
Patients wait a long time for emergency surgery         
There are delays in discharging patients         
Patient’s notes are often unavailable         
Decisions are made based on patient care data collected         
Quality of patient care data collected is fed back to staff         
There is accurate data collected to assess the quality of patient care         
Innovations to help patients e.g. text messaging are embraced         
There are too many senior managers         
There are too many junior / middle managers         
There is too much bureaucracy to get something done         
The managers are always changing         
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8. COMMUNICATION (16 ITEMS) 
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With regard to this organisation:         
Information flows from frontline staff up to Board level         
Information flows from the Board to all levels of the organisation         
There is transparency so it is easy to see what is being planned by the 
organisation 
        
Senior staff communicate with their teams in person         
Communication between nurses and doctors is poor         
Communication between medical staff and patients is poor         
Communication between medical staff and management staff is poor         
Patients with communication challenges e.g. deafness or non-English 
speaking are well catered for 
        
People here are polite to patients         
People here ignore patients         
People here talk in their own languages excluding others         
Patient complaint information is regularly fed back to staff         
Thank-you or praise from patients is regularly fed back to staff         
There are inconsistent messages from senior levels         
Decisions are made behind closed doors         
Information is out of date by the time I get it         
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APPENDIX H 
E-MAIL INVITATION FOR FINAL ORGANISATIONAL HEALTH 
QUESTIONNAIRE  
 
Dear colleague,  
You are being invited to complete an online research questionnaire by clicking on the link 
below: 
  
https://www.research.net/s/ Research_Questionnaire 
  
You can also enter a free draw to win a pair of cinema tickets! 
Please ask us if there is anything unclear or if you would like more information about this 
research.  
  
What is the purpose of this study? 
This is a research questionnaire being developed to measure the effective functioning of 
healthcare organisations so that changes may be possible to improve patient care. It is from a 
research team, not from the Trust and not from the NHS.  
  
Why have I been invited? 
You have been invited as part of a random sample of employees at this Trust. It is up to you 
whether or not to take part.  
What do I have to do? 
Simply answer the questions to the best of your ability. There are no ‘right’ or ‘wrong’ 
answers; we are interested in your perspective of working in this organisation. 
Will my taking part in this study be kept confidential? 
Your answers are anonymous and confidential: we will never reveal your answers to 
anyone in this organisation or anywhere else. If you wish to leave an email address it is for 
the chance of winning cinema tickets only, and it won’t be linked to your answers. 
What are the possible benefits of taking part? 
Your involvement may help in future healthcare management and improve patient care. 
There are no disadvantages envisaged, other than taking about 10 minutes out of your day. 
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Who is organising this research? 
It has been organised by Imperial College London as a collaboration between the Division of 
Surgery and the Business School as part of a PhD research project. This study has been 
reviewed by an ethics committee.  
Contact for further information 
Mr Chris Nicolay (Clinical Research Fellow), email: c.nicolay@imperial.ac.uk or telephone 
0203 3121058.                                                
Address: Room 1029, 10th Floor QEQM Building, St Mary’s Hospital, London, W2 1NY, UK. 
Research Team:     
 Prof Ara Darzi (Professor of Surgery) 
 Prof Nelson Phillips (Professor of Strategy & Organisational Behaviour) 
 Mr Sanjay Purkayastha (Clinical Lecturer in Surgery) 
 Dr Sankalp Chaturvedi (Assistant Professor, Imperial Business School) 
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APPENDIX I 
REMINDER E-MAIL INVITATION FOR FINAL ORGANISATIONAL 
HEALTH QUESTIONNAIRE  
 
Dear colleague,  
Many thanks to those of you who have already completed the online questionnaire and 
entered the prize draw! 
We need your help as the more people who take part, the better we can make it for future use, 
thus improving patient care. 
If you would like to complete the questionnaire, please click on the link below: 
  
https://www.research.net/s/Research_Questionnaire 
  
You can also enter a free draw to win a pair of cinema tickets! 
Please ask us if there is anything unclear or if you would like more information about this 
research.  
  
What is the purpose of this study? 
This is a research questionnaire being developed to measure the effective functioning of 
healthcare organisations so that changes may be possible to improve patient care. It is from a 
research team, not from the Trust and not from the NHS.  
 Why have I been invited? 
You have been invited as part of a random sample of employees at this Trust. It is up to you 
whether or not to take part. The questionnaire is open for 3 weeks; you will receive a 
reminder email after 2 weeks. 
What do I have to do? 
Simply answer the questions to the best of your ability. There are no ‘right’ or ‘wrong’ 
answers; we are interested in your perspective of working in this organisation. 
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Will my taking part in this study be kept confidential? 
Your answers are anonymous and confidential: we will never reveal your answers to 
anyone in this organisation or anywhere else. If you wish to leave an email address it is for 
the chance of winning cinema tickets only, and it won’t be linked to your answers. 
What are the possible benefits of taking part? 
Your involvement may help in future healthcare management and improve patient care. 
There are no disadvantages envisaged, other than taking about 10 minutes out of your day. 
Who is organising this research? 
It has been organised by Imperial College London as a collaboration between the Division of 
Surgery and the Business School as part of a PhD research project. This study has been 
reviewed by an ethics committee.  
Contact for further information 
Mr Chris Nicolay (Clinical Research Fellow), email: c.nicolay@imperial.ac.uk or telephone 
0203 3121058.                                                
Address: Room 1029, 10th Floor QEQM Building, St Mary’s Hospital, London, W2 1NY, UK. 
Research Team:     
·   Prof Ara Darzi (Professor of Surgery) 
·   Prof Nelson Phillips (Professor of Strategy & Organisational Behaviour) 
·   Mr Sanjay Purkayastha (Clinical Lecturer in Surgery) 
·   Dr Sankalp Chaturvedi (Assistant Professor, Imperial Business School) 
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APPENDIX J 
E-MAIL INVITATION TO RESPONDENTS IN ENGLISH ACUTE NHS 
TRUSTS    
 
Dear colleague,  
You are being invited to complete an online questionnaire as part of an England-wide project 
looking at the functioning of healthcare organisations. If you would like to answer some 
questions about your experience of working at this organisation, please click on the link 
below: 
http://www.research.net/s/Trust_Questionnaire 
 
You can also enter a free draw to win a £100 Amazon voucher! 
Please ask us if there is anything unclear or if you would like more information about this 
project.  
 What is the purpose of this study? 
This is a questionnaire being developed to measure the effective functioning of healthcare 
organisations so that changes may be possible to improve patient care. It is from a research 
team, not from the Trust and not from the NHS. It is up to you whether or not to take part. 
The questionnaire is open for 4 weeks; you will receive a reminder email during this time. 
What do I have to do? 
Simply answer the questions to the best of your ability. There are no ‘right’ or ‘wrong’ 
answers; we are interested in your perspective of working in this organisation. 
Will my taking part in this study be kept confidential? 
Your answers are anonymous and confidential: we will never reveal your answers to 
anyone in this organisation or anywhere else. If you wish to leave an email address it is for 
the chance of winning Amazon vouchers only, and it won’t be linked to your answers. 
What are the possible benefits of taking part? 
Your involvement may help in future healthcare management and improve patient care. 
There are no disadvantages envisaged, other than taking about 10 minutes out of your day. 
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Who is organising this project? 
It has been organised by Imperial College London as a collaboration between the Division of 
Surgery and the Business School as part of a PhD research project. This study falls under 
‘service evaluation’.  
Contact for further information 
Mr Chris Nicolay (Clinical Research Fellow), email: c.nicolay@imperial.ac.uk  
Address: Imperial College London, St Mary’s Hospital, Room 1029, 10th Floor QEQM 
Building, London, W2 1NY. 
